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In view of the fact that there are to read two 
papers, besides the present, on the symptoms and 
diagnosis of tubercular joint disease, it has 
seemed best to me to confine my remarks to a lim- 
ited portion of the subject rather than to attempt to 
cover a larger field. I have chosen as a fitting intro- 
duction to the study of tubercular joint disease to 
say a few words on the value of early diagnosis in 
these conditions, and the relations between diagnosis 
and the therapeutic measures at our command. 

In most medical matters it is best on general prin- 
ciples to make the diagnosis when the case is first 
seen, but this means that it is best largely as a mat- 
ter of convenience and to enable the attendant 
through early prognosis the better to control his 
patient, for a little delay in instituting treatment 
would make almost no difference with the patient’s 
welfare. The cases are few where therapeutics are 
so perfected as to permitof the disease being aborted, 
or much modified by treatment, even if seen in the 
very beginning. 

In tubercular joint diseases, however, it is quite 
otherwise. Here we are dealing with a disease which 
begins insidiously and progresses so slowly as to 
require observation for aconsiderable period of time 
to make that progress evident. Changes in symp- 
toms are to be noted not day by day, but week by 
week, or perhaps only month by month. The time 
element here holds a prominent place. 

When we consider that the chief factor in the 
extension of the disease is traumatism more or less 
frequently repeated, we at once see the value of an 
early diagnosis, for orthopedic surgeons taking the 
hint have worked out the mechanical problem of how 
to avoid such traumatism. By this, the so-called 
conservative method of treatment, the real cure is 
left to the innate resistant and reparative forces of 
the organism, stimulated by intelligent support of the 
general system. If such treatment can be instituted 
at a time when the disease is limited to a small collec- 
tion of granulation tissue, say in the articular 
extremity of a bone, the joint can be put in the best 
possible condition as regards probable cure. 

Experience has abundantly shown that this 
method of treatment when begun early gives excel- 
lent results, but it requires the constant attention of 
the surgeon for from two to six years, a hardship on 
the medical attendant, and on the parents, and most 
of all on thechild. To initiate such a course of treat- 
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ment in a delicate sensitive child is like passing sen- 
tence of imprisonment for a like period of time—to 
be justified only by the extreme conditions of the 
case. It were almost criminal to pass such sentence 
on circumstantial evidence or in fact on anything 
short of almost absolute certainty in diagnosis. 

Then again these children are mostly offspring of 
the poor who can not have the means to procure 
properly healthful surroundings and who all too. 
often, their patience exhausted in the long siege, 
willfully or ignorantly neglect those measures within. 
their reach, 

Were some more direct method of treatment shown 
to give equally good results in regard to function 
it would be more than welcome. Of such methods 
there are a number which, though still in the exper- 
imental stage, bid fair to be of value. 

Early excision of tuberculous foci at a time when 
the disease is confined to small areas outside the 
joint proper has been long practiced and is theoret- 
ically, where it can safely and thoroughdy be carried 
out, an ideal treatment. To drill out the neck of the 
femur through the trochanter in coxitis, enucleating: 
the tubercular foci in the head of the bone may be a 
rational procedure under certain conditions and may 
be carried out by those who have the requisite skill,. 
but to be justified it must be done early and at a 
time when the diagnosis is most difficult. Not only 
must the diagnosis of tubercular coxitis be certain: 
but the lesion must be accurately located in the head. 
of the femur. The procedure is by no means an 
innocent one nor is it certain that in a given case 
there might not be left a portion of the diseased tis- 
sue. Further, there may be more than one focus of 
disease, and of this we have no means whatever of 
determining the existence. After all, granting that 
the technique of the operation can be perfected the 
whole matter hinges on the diagnosis. Senn says 
that with the exception of circumscribed points of 
tenderness outside of the joint, that indicate the 
existence of primary osteo-tuberculosis during its 
early stages, we have nosymptoms which enable us to 
make a positive differential diagnosis between a 
primary osseous and a primary synovial tuberculosis 
of a joint. In the superficial joints such points of 
tenderness can be located, but that is quite out of the 
question when the focus of disease is in the hip or 
in the deeper parts of the other large joints. How- 
ever, those cases in which the muscular atrophy is 
rapidly progressive are quite certainly of osseous ori- 
gin, or at least involve the bone. 

Another method of treatment and one which bids 
fair to be more generally applicable than early excis- 
ion is puncture and injection of iodoform directly 
into the foci of disease. This requires, with the lat-. 
ter, the most perfect aseptic technique, fairly accu- 
rate localization, though there is little or no harm 
done by injecting sterile iodoform emulsion into the 
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tissues about a joint and if the emulsion is not 
known to be sterile it should not be used at all. 

A number of other methods have been suggested, 
some of more or less value, the latest of which is 
that advocated by Bier in the Twenty-first German 
Surgical Congress. In a second paper in 1893 he 
reported forty-three cases of surgical tuberculosis 
treated by this method, which consists in causing a 
continuous hyperemia of the extremity for a number 
of weeks. Many of the cases were cured within three 
months. The method has been taken up by Miku- 
licz who has seen from it sufficiently good results to 
think it of considerable value. If this simple pro- 
cedure proves to justify the hopes of its originator 
it can be tried as soon as the diagnosis is made and 
as it is thoroughly innocent the diagnosis need not 
be absolute. 

The study of diagnosis and treatment should go 
hand in hand. Important as it is to make the diag- 
nosis in tubercular joint disease at the earliest pos- 
sible time, the diagnosis should be made certain 
before such severe measures as long continued immo- 
bilization or operative procedures are instituted. In 
most cases, if immobilizing apparatus be applied 
early, the symptoms of muscular spasm, pain and 
even tenderness will soon subside and unless the 
diagnosis is certain in the beginning, there will be a 
lurking suspicion that an error has been committed 
and the child is being badly punished. In other 
departments of medicine in case of doubt it is gener- 
ally advisable to settle upon the more severe of the 
diagnostic possibilities, but here a little delay suffi- 
cient to clear up the doubt is the lesser of the two 
evils as long as there remain to be devised methods of 
treatment entailing less hardship on the patient. 
Unfortunately, too, there is no symptom or group of 
symptoms which determines with certainty when a 
tubercular joint is permanently cured. The case is 
not unlike that of syphilis. In many instances it is 
impossible to make the diagnosis, no matter what 
the probabilities, before the appearance of secondary 
symptoms and it is a very severe thing to initiate a 
long course of mercury and iodid of potash in a case 
of doubt. So in tuberculosis of the joints, the diag- 
nosis is not to be made in the very beginning of the 
disease; we must wait for certain symptoms and 
sometimes, be it said, characteristic symptoms are 
late in making their appearance. 

I do not wish to be understood as really advocat- 
ing delay, but rather as emphasizing the necessity 
of making the diagnosis certain beyond reasonable 
doubt and then the earlier the better. 

We have still too many cases of rheumatism devel- 
oping into hip joint disease and too many cases of 
hip joint disease with cautery marks and blister 
stains about the knee joint. 

In view of the previous considerations let us con- 
sider at what stage of the disease the diagnosis is to 
be made with certainty. Taking tubercular coxitis 
as the type, in general the first symptom to be 
noted is almost invariably the limp, an evidence of 
more or less conscious pain. There is nothing char- 
acteristic about this limp—it may be simulated by a 
number of other conditions. Its real value is to 
direct the attention of the physician to the child’s 
hip, that he may the more carefully observe the case 
and watch for more definite symptoms. Actual 
pain about the hip, or pain reflected to the knee, 
makes the diagnosis of coxitis probable, but in many 


cases pain severe enough to attract attention is 
entirely wanting. It seems to bear no definite rela- 
tion to the extent or character of the lesion. Of 
most value in making the diagnosis are symptoms 
ascribable to inflammatory irritation, chief of which 
is spasm of the muscles controlling motion of the 
joint. Nosingle symptom is characteristic of tuber- 
cular joint disease but the nearest approach to it is 
this muscular spasm, especially if it varies in inten- 
sity and intermits. A case in point deserves men- 
tion: 


A boy of 5 years in whose family there was a case of pul- 
monary tuberculosis was noticed to limp for several days. 
The right leg was held somewhat everted, slightly flexed 
and abducted, though the boy would nant perfectly 
straight when his attention was directed to his position. 
Considerable joint pressure made in various directions 
failed to elicit pain; movements of the leg were normal in 
extent and painless, save adduction which was slightly lim- 
ited, as was also rotation of the thigh in the flexed position, 
The child was kept under observation without treatment 
and the limp entirely subsided in a week or two. He was 
seen from time to time for several months but no further 
evidence of hip joint disease appeared. 

Another case in a boy of 14 whose brother came to me 
nearly a year ago in the so-called third stage of hip joint 
disease with a large abscess, has had a hip-joint limp for 
many months. It varies in degree, subsiding almost 
entirely at times. He has occasionally had a little pain in 
the region of the joint. The leg is habitually held in slight 
flexion but abduction is more marked. Adduction is some- 
what limited. There is no shortening. There is a slight 
fullness to be made out about the 48 Vigorous movement 
up to the limits of range failed to bring out expression of 

ain as did also severe joint pressure in various directions. 

t was thought to be a low grade of inflammation in a bursa 
in the region of the lesser trochanter. The boy is kept 
under observation and without treatment the condition has 
materially improved though there is still a considerable 
limp at times. His general health is excellent and heisa 
lively growing boy. 
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In writing on the subject proposed by our hon- 
ored chairman I have limited my paper to the con- 
sideration of Pott’s disease of the spine and hip 
disease. These affections present many difficulties, 
especially in the early diagnosis. In diseases of the 
other joints the same principles and methods of ex- 
amination hold good and diagnosis is easier because 
the bones lie nearer the surface. 

POTT’S DISEASE OF THE SPINE. 


The most important symptom of Pott’s disease of 
the spine is pain in the stomach. Two lines which 
should find a place in the rade mecum of every phy- 
sician are: ‘The pain of spine disease is in the 
stomach,” and “the pain of hip disease is in the knee.” 
No prescription for recurring colic should be writ- 
ten, unless it is preceded or presently followed by a 
careful questioning of the health of the spinal col- 
umn. The inspection thus prompted may reveal a 
projection in the median line which should be 
located by counting the spinous processes downward 
from the vertebra prominens (seventh cervical), or 
upward from the fifth lumbar, which is in the line 
connecting the posterior superior spinous processes, 
or the result of one method may be verified by the 
other. The rounded back of rickets or spastic con- 
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traction should not be mistaken for the deformity 
caused by vertebral caries. In the lower dorsal 
region, from the sixth to the ninth inclusive, it is 
also well to avoid a peculiar source of error. The 
spinous processes of these vertebre have a great in- 
clination downward, overlapping like the shingles on 
a roof, and when a thin patient stoops they approach 
the horizontal, and pushing against the skin make a 
projection which has often led to error or unneces- 
sary apprehension. 


This mistake may be avoided 
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ing. A common sign is a frequent or habitual grunt 
accompanying each expiration. By following these 
lines of observation a conjectural or rational, and 
sometimes a positive diagnosis may be made before 
angular curvature appears. 

In making a diagnosis but little attention may be 
paid to the general condition. Many cases are seen 
in which the health remains good in the early stage, 
as is shown by the normal appetite and digestion, 
abundant fat, and good facial color and expression. 


by noticing whether the projection is angular or not.| While these signs of health are present and persist- 


The expression, angular curvature, has been criti- 
cised because an angle and a curve are essentially 
different. But in practice the term is admissible 
and convenient, because the long natural curve of 
the spine is broken in Pott’s disease into two short 
curves which are united and make an angle at the 
point of union, as shown in the figure. This point 
may not make a marked projection, but if it marks 
the union of two curves even in the slightest degree, 
"as shown in the figure, it means that caries is pres- 
ent and has proceeded to very serious destruction 
of the bone. A moderate lateral curvature is also 
sometimes present. An angular curvature then is 
usually an absolute demonstration of the presence of 
Pott’s disease. 


Stephen K.. 4 years old. Pott’s disease. 
four months. Norma! curve broken into two curves united at an angle. 

But it is sometimes desirable to make or approxi- 
mate a positive diagnosis before angular curvature 
occurs, and to do this several things are to be borne 
in mind. The first and most important has already 
been mentioned; the pain in the stomach, or gastral- 


Duration of symptoms, 


gia. Nextin importance is the peculiar gait. The 
child in walking avoids stamping with his heels and 
puts more of his weight on the toes than is custom- 
ary; or he walks as if he were stepping on a surface 
which he fears will break if he is not careful; or the 
line made by the top of his head as he moves across 
the room is noticed to be rather a straight line than 
the undulating line made by the rising and falling 
of the head in the buoyant gait of a well child. And 
then the deportment of the patient is to be consid- 
ered. He will play quietly by himself perhaps, or, 
easily tired, he will frequently lean across the 
mother’s lap, or, if the caries is at a high level he will 
often support his head with his hand, the elbow rest- 
ing on a chair or table. He is disturbed by the jolt- 
ing of a carriage or street-car. He will sometimes 
be stopped in the course of a rough game by a seizure 
of pain in the stomach, the laughter ending in cry- 


ent the disease in question may be in quiet pursuit, 
and this insidious quality should not be forgotten. 
In two points, thus far, we have seen that the un- 
expected has claimed our attention. The pain is in 
the stomach and not in the back, and the general 
health shows, as a rule, no reaction. But there is 
another surprising thing to be noticed in the fact 
that, although the patient’s back is virtually broken, 
local disability, which is usually found in parts 
which have lost their bony integrity, is almost en- 
tirely absent. So true is this that when we hear of 
spinal pain and disability we at once think that 
there is no Pott’s disease. If these alarming symp- 
toms are present, together with a comparatively frank 
onset, it is necessary to think of cancerous disease 
of the vertebre, or paraplegia dolorosa. I have seen 
two or three verified cases of this disease which were 
believed at first to be Pott’s disease and other cases are 
in my memory which, with a fatal termination unex- 
plained in the absence of autopsies, may have been 
instances of the rarer and more intractable affection 


HIP DISEASE, 


Two precepts which should be deeply inscribed in 
the memory are: ‘‘ The pain of hip disease is in the 
knee,” and “the pain of spine disease is in the 
stomach.” Recurring pain in the knee, in the ab- 
sence of physical evidence of disease in this joint, 
should call early attention to the condition of the 
hip. But the pain of hip disease, except as an alarm, 
is not often an important element in diagnosis. It 
belongs to the group of subjective symptoms and 
may be almost disregarded in favor of objective 
signs in an affection which displays so many phys- 
ical evidences of its presence. Among the first signs 
is lameness which, in the early stage, may disappear 
entirely to return after an interval of days or weeks; 
it is present sometimes in the morning when the 
patient leaves his bed, and “ wears off ” after a brief 
period of activity; it breaks up the natural rhythm 
of walking, in which equal time is given to the two 
feet, leaving the well foot on the ground longer than 
the affected foot and leading the former to give a 
more accented stroke as it hastens to relieve the latter 
from the weight of the body. Akin to lameness is 
the attitude “at rest” in which the patient stands 
favoring the affected limb, which is abducted and 
advanced while the weight of the body is principally 
thrown on the well limb. 

Next to lameness in the order of obviousness is the 
muscular atrophy, seen in the flattening of the nates, 
as the patient stands with his clothes removed, and 
in the characteristics of the gluteal fold, which is 
shorter and more shallow than that of the unaffected 
side, and recognized by the tape measure which 
shows that the thigh and leg are less in circumfer- 
ence than those of the well side. 

Then comes the most valuable, and yet most fre- 


3 | 
| 
~ 
| 
| | 
| 
| | 
\ 


4 


TUBERCULAR JOINT DISEASES. 


[Jury 7, 


‘ quently neglected, sign of the early stage, the check- 
ing of passive motion by reflex muscular action, 
This is found earliest perhaps in rotation. Let 
the patient sit on a table with the legs hanging 
over the edge and then impart a lateral pendulum 
like motion to the foot and leg and note whether 
the arc of motion is less on the suspected side. 
Or let the patient lie supine on a hard bed or table 
and impel the limbs, giving them a rolling mo- 
tion in inward-and outward rotation. On the well 
side the inner and outer borders of the foot will in 
turn strike the table, or nearly so, while on the sus- 
pected side rotation may be obviously limited. Lim- 
ited abduction, adduction and flexion may be sought 
manually by testing the passive motion of the two 
sides alternately. The patient may be induced to 
give himself a test for limited passive flexion by 
grasping the shin and kissing the knee. On the sus- 
pected side he may not be able to bring the knee to 
the mouth. These examinations should be made 
with deliberation and the utmost gentleness, for our 
object is to detect very slight differences in muscu- 
lar action or even to recognize the reluctance of the 
muscles to relax in certain directions, although they 
may not yet by their spasmodic action prevent wide 
motion. 

Aside from this reflex interference with passive 
motion, it is instructive to note the deportment of the 
adductor muscles as revealed by the hand placed on 
them. They may be entirely relaxed, but when 
passive motion is begun they may suddenly contract 
and remain in spasm till the attempt at passive 
motion ceases and the limb is allowed to remain 
quiet. Or the abdominal muscles, as well as the ad- 
ductors, may make a single reflex spasm the moment 
passive motion is begun. 

In this, the early stage, all these reflex signs should 
be sought for in both limbs for the sake of compari- 
son. By comparison, too, the inguinal fold (as well 
as the gluteal) may be seen to be short and shallow, 
or the surface over the capsule of the joint may be 
slightly elevated, or the soft parts about the tro- 
chanter may, from being infiltrated, have a brawny 
feeling which makes it difficult to include a small 
portion of the skin and cellular tissue in a pinch 
between the thumb and finger. 

When a later stage is reached some of these points 
may be dismissed from consideration because over- 
ehadowed by three unmistakable and easily read 
signs, and a comparison may not be strictly neces- 
sary between the two sides, although a careful com- 
parison is useful at any stage as throwing light on 
the progress or severity of the case. 1, the patient's 
lameness is then constant; 2, the muscular disparity 
is marked, being due in part to over-work on one side 
and disuse on the other; and 3, there is no motion or 
almost no motion in the joint. These three features 
combined make a picture of hip disease which is not 
easily mistaken for anything else. In regard to the 
first and second, nothing need be said, but the ab- 
sence of motion in the joint may readily escape 
detection. The amount of motion, or its absence, 
ean be recognized only by noticing the deportment 
of the pelvis while attempts at passive motion are 
made. ‘To test for lateral motion, arrange the pelvis 
so that the line of the two iliac spinous processes is 
at right angles with the edge of the table or the wall 
of the room, then if there is no motion in the joint 
the slightest attempt at passive motion in abduction 


or adduction, will be accompanied by a disturbance 
of this line and, if there is some motion, its extent 
may be observed by noting the point at which the line 
is disturbed by either abduction or adduction. To 
test for antero-posterior motion arrange the pelvis 
by raising the limb till the lumbar spines rest on the 
table and then as flexion or extension is attempted, 
in passive motion, the disturbance of the pre-ar- 
ranged relation between the lumbar spines and the 
table will indicate the absence or the extent of antero- 
posterior motion in the joint. 
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No more important division of our subject could © 
have been given me for consideration than this; for 
while the aim of our calling is to cure disease, yet 
preceding the therapeutics comes the definite recogni- 
tion—the diagnosis. And it is just here the physician 
most frequently errs. Four-fifths of the cases of 
joint and spinal disease that come under my obser- 
vation have previously been wrongly diagnosed by 
medical men. It is in the matter of diagnosis that 
we need to more thoroughly enlighten the profession— 
how to early and unerringly recognize these joint 
troubles. To those of us who have given years of 
study to this subject, it seems simple and trite, and 
so while tosome I may be amenable to the charge 
of being commonplace, yet in accordance with the 
duty assigned me, I wid] briefly outline the symptoms 
of the tubercular joint affections. 

The earliest symptom, one ever present, is 
limitation of the normal motions of the joint. It 
may be semi-voluntary from apprehension of pain, 
but as a rule it is caused by the reflex contraction of 
the muscles controlling the joint. We assume it 
granted that there is an inflammation in some or all 
of the tissues composing the joint, and as the nerves 
supplying these tissues also have filaments from their 
main root distributed to the muscles, so reflexly the 
latter contract when the former are irritated. Within 
a limited radius motion is permissible—beyond that, 
both in flexion and extension, hindrance is met. A 
stiffness more or less pronounced is had, observable 
not only in the freely movable joints, but even in the 
spine, as is so pronouncedly observed in Potts’ disease. 
This muscular contraction with limitation of motion 
continues so long as joint irritation or inflammation 
exists. If it is a joint of the inferior extremity that 
is affected, limping or lameness is produced and is 
the symptom first observed, and which calls atten- 
tion to the afflicted child. 

The position in which the limb finds itself as a re- 
sult of the joint inflammation next deserves atten- 
tion. Ordinarily, yes, universally, it is flexion. 
The position of the foot in ankle joint disease would 
seem to-be an exception, as it is always carried 
downward—but what is that but palmar flexion? 
Is this flexion of the diseased joint due to the patient 
voluntarily placing it in the position of greatest 
ease? Is it because the flexor muscles are more 
powerful than the extensors, and as all are goaded to 
contraction they overcome their antagonists and thus 
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flex the joint? Or is it because that portion or 
tissue of the joint which is diseased is supplied with 
the same nerve or nerves which are distributed to 
the flexor muscles, and thus the latter by reflex irrita- 
tion contract? Or rather may it not be that the joint 


in its dilemma simply assumes the position which is) 
most natural to it; thatis if it isa question simply 


of flexion and extension? We always find the fetus 
with marked and the young child with decided joint 
flexion. 

Scarcely a case will go through its course without 
pain, most marked when the initial lesion is in the 
bone, and too, when the progwess of the case is 
acute; usually confined to the joint, occasionally, as 
in coxitis, remote. The night cry is characteristic 
of these affections, being most marked during the 
early hours of slumber. 

SWelling of the joint is a decided symptom, more 
especially so as the case progresses, exceptionally so, 
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upheld by some, conservatism consisted in the imme- 
diate eradication of all foci of tuberculosis as soon 
as detected, on the ground that each focus was so 
dangerous a menace to life that it should be 
treated with the same kind of conservatism we would 
use in dealing with carcinoma. According to the 
observation of many men of vast experience in this 
country, however, this view is entirely too radical and 
the etiology of tubercle, both in joints and in other 
parts of the body, shows us that better results are 
to be obtained by less radical modes of procedure. 
For instance, let us suppose we have a bone infected 
with tuberculosis in the neighborhood of a joint, for it 
has been shown that tuberculosis of joints in the great 
majority of cases commences in the bone although, 
in acertain number of instances, it may primarily 
affect the synovial membrane; let us suppose, I say, 
that we have a tubercular focus; in order that this 


tubercular disease shall spread, it not only must 


however, in caries sicca. The joint enlargement is| have its germ, but it must have the proper soil in 


more pronounced when the synovial membrane is the 


-which the germ can grow and the proper conditions 


seat of the inflammation than when the initial lesion | favoring its development, and conservative treatment 


is in the bone. The superficial joints evidence the 
swelling more promptly than the deep-seated articula- 
tions, such as the hip. The thickening of the cap- 
sule and of the periarticular structures, with exuda- 
tion in the latter, and also effusion within the cap- 
sule cause the swelling. 

Nineteen-twentieths of the cases occur in children ; 
the growing epiphysis being especially vulnerable to 
the bacillus. In the adult the synovial membrane is 
more prone to be the seat of the disease. 

Dislocations and marked deformities occurring 


during the progress of the disease do not concern us 
here, as we are speaking only of the early symptoms. | 
The tubercular troubles need not be confounded. 


with other articular affections when we consider 


their frequency, their proneness to attack children, 


their insidiousness and their slight influence on the 
general health in the early stage. Ordinarily unar- 
ticular, 7. e., two or more joints, being rarely or 
never attacked at the same time. A tubercular his- 
tory, inherited or acquired, would assist in the diag- 
nosis. A suspicion of syphilitic joint disease could 
be cleared up by a course of specific treatment. Ab- 
scesses do not occur early, but a rheumatic or gon- 
orrheal synovitis would be attended with more pain 
and more acute symptoms than a tubercular abscess. 
Doubt as to whether there was fluid in the joint and 
also as regards its character could be determined by 
the tapping needle. Rheumatism may attack chil- 
dren but likely as a polyarticular affection and with 
fever. The spine and joint affections following 
typhoid fever are ephemeral and quite amenable to 
treatment by rest, and thus the differential diagnosis 
of tubercular joint troubles is readily made out. 


THE CONSERVATIVE TREATMENT OF 
TUBERCULAR JOINTS. 


Read in the Section on Surgery and Anatomy, at the Forty-fifth Annual 


Meeting of the American Medical Association, held at San Fran- 
cisco, June 5-8, 1804. 
BY REGINALD H. SAYRE, M.D. 
NEW YORK, 

The chairman of this Section has asked me to pre- 
pare a paper on the conservative treatment of 
tubercular joints, and this brings us to the ques- 
tion of what is conservatism. According to the 
views held a few years ago in Europe and even now 


in my Opinion consists in so regulating the condi- 
tions of life of the patient, and the conditions of the 
affected joint that they are not favorable to the 
growth and development of disease, and if we can so 
regulate the conditions which surround a _ patient’s 
life, that the elements necessary for the growth of 
tubercular bacilli are not present, the patient will 
recover. We see numberless instances of patients 
who have been practically left to nature, and who 
have gotten well; gotten well, however, as a usual 
result with deformity and disability. But if the 
vitality of the patient was sufficient to enable him 
unaided to recover with deformity, properly applied 
surgery should have enabled him to recover without 
deformity in most instances, if his vitality was 
sufficient to enable him to recover at all. 

What are the elements necessary to the preserva- 
tion of a joint that has become the seat of tuber- 
culosis? 

1. The prompt recognition of the disease in its 
earliest stages. This is the most important consid- 
eration in securing a good result, and one which can 
not be under-estimated. 

2. To give the joint physiologic rest as soon as the 
slightest symptom of disease is detected. 

3. The protection of the joint from traumatism. 

4. The continuance of this protection for many 
months until all symptoms of disease shall have 
passed. 

5. Building upthe general health of the patient to 
the highest possible degree. 

These general principles would, I presume, be 
accepted by most of us, although there might be 
some differences of opinion in the practical applica- 
tion of methods to secure these results. 

The first thing that should be done when a patient 
comes under observation with a tubercular joint is 
to put that joint, as nearly as possible, in a condi- 
tion of physiologic rest and to do this at once. A 
slight delay at the onset of treatment may mean 
months and years of subsequent suffering to the 
patient, which might have been avoided by the 
prompt application of measures cutting short the 
inflammation at the start. It is not sufficient, as a 
rule, to tell a patient with an inflamed joint to go to 
bed and keep quiet. If it is a child, it will not have 
intelligence enough to keep quiet, and even if it had 
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the intelligence, if the joint should be badly inflamed 
there will be sufficient reflex muscular spasm pres- 
ent to injure the joint in spite of the patient’s will, 
and therefore the joint must be kept quiet by mechan- 
ical means. 

The first thing to do is to adopt some way of keep- 
ing this joint free from motion, and that is the best 
thing to use in these cases which is most easily to 
be procured, and later on this can be modified as 
occasion may direct. If, for instance, you are called 
to attend a case of knee-joint disease, which requires 
for its proper treatment, apparatus made by an 
instrument-maker, do not leave the case at the mercy 
of the patient’s will while the instrument is being 
made, but protect the joint as well as possible for 
the time being with some kind of a splint,—with a 
wooden or pasteboard posterior splint bandaged to 
the leg, or by encasing the limb in plaster-of-paris 
from the toes up to the hip, and if there is so much 
muscular spasm present that the simple application 
of a retentive splint does not ease the pain in the 
joint, apply traction by means of a weight and pul- 
ley fastened to the foot. 

One of the most important causes of trauma is the 
weight of the body and the concussion of walking, 
and one of the vital elements of success is the 
removal of this cause. If the disease is in a lower 
extremity, never allow your patient to put the weight 
of the body on it from the time you first see the 
case until you think it is well and, if possible, so 
adjust your apparatus that the patient is obliged to 
keep his weight off of the diseased member and do 
not allow this to be left to his discretion. 

In order to secure physiologic rest in an inflamed 
joint, several things are necessary,—the avoidance 
of traumatism in movement of the body, and the 
avoidance of traumatism produced by involuntary 
muscular spasm and in order to secure the latter, in 
the vast majority of instances, it is necessary to 
employ not only a simple retentive apparatus, but 
one which shall make slight traction upon the joint. 
The question whether or not traction is of any use 
in diseases of various joints has been discussed at 
great length, and different opinions have been held 
by different observers, but in my personal experience 
I have found that a large number of cases do not get 
freedom from pain until traction is applied and prop- 
erly applied. I am accustomed to judge of the suc- 
cess of my methods in protecting the joint by the 
amount of relief which they give the patient, and I 
am sure that if I fail to make the patient comforta- 
ble by my treatment, I have failed to give the joint 
the protection which it ought to have in order to 
arrest the progress of disease. The mere application 
of a plaster-of-paris splint to the diseased ankle, 
knee or hip is very good, as far as it goes, and is a 
very great aid to the joint, but freedom from pain 
in many instances can not be secured in this way, 
and traction must be employed in order to make the 
patient comfortable. 

It is not always necessary to employ a cumber- 
some apparatus to use traction. I remember a case 
of inflamed ankle joint, which was sent to me a 
couple of years ago from Texas, the doctor having 
employed plaster-of-paris boots for nearly a year to 
secure rest of the joint, without giving the patient 
relief from pain. She was a hospital patient, and 
while she was making arrangements to buy an appa- 
ratus for the protection of her ankle,I put on a 


plaster-of-paris boot to protect her joint temporarily, 
with the result of giving her partial relief, as had 
been done in Texas, but not complete freedom from 
pain. I, therefore removed this dressing, and 
applied adhesive plaster strips, running from the 
ankle towards the knee, and long enough to be 
reversed back to the ankle again, and bandaged these 
firmly to the leg. I then applied another plaster-of- 
paris boot from the toes to the knee, and when it had 
become hard, reversed the adhesive plaster over the 
top of the boot and bandage and held them firmly in 
position by a roller bandage thus making traction 
on the ankle joint wy the grip which the plaster-of- 
paris boot had on the foot, while the adhesive plas- 
ter exerted counter-traction on the leg. As soon as 
traction was applied in this way the patient was free 
from discomfort and continued to wear this appa- 
ratus, it being changed at intervals for a number of 
months, and eventually recovered without the neces- 
sity of resorting to the more expensive appliances 
constructed by the instrument-maker. In the same 
way, in treatment of inflammation of the wrist, trac- 
tion can be applied in a very simple manner by cov- 
ering a palmar splint, properly adapted to the con- 
tour of the hand and forearm, with adhesive plaster, 
the sticky side being outwards. This should be first 
bandaged to the hand and then traction should be 
made upon the hand by an assistant until the patient 
is comfortable, and the splint fastened to the 
patient’s forearm in this position, the adhesive plas- 
ter preventing it from sliding up, thus securing such 
traction as is requisite to give the joint rest. 

You will find that some patients are made com- 
fortable by splints applied in this way, who are not 
comfortable after the simple application of antero- 
posterior splint bandaged to the arm and forearm 
before traction has been made upon the wrist. 

Counter-irritation, in many instances, is a most 
useful addition to rest and traction, and in many 
cases severe pain does not subside until after the ap- 
plication of blisters or the actual cautery over the 
point of disease, and in those cases that get almost 
well and still have a tender spot which persists for 
months and months, in spite of the careful applica- 
tion of apparatus and sedulous protection of the 
joint, I have found great benefit from running the 
fine point of Paquelin’s cautery deep into the bone. 
This can be done with cocain as a local anesthetic, 
but if the patient is nervous, care should be taken 
that an assistant holds the joint with great steadiness 
while you apply the cautery, in order that the appli- 
cation may be made where you desire it. 

Now the question arises, How long are we to con- 
tinue protection to this joint? and I would answer 
that there is very little danger of your protecting the 
joint‘too carefully or too long. I have seen many 
cases which relapsed on account of over-anxiety on 
the part of parents or physician to arrive at the 
end of treatment, but I have seen very few that had 
been encumbered with apparatus longer than was 
necessary. I think it is safe to say that as long as 
any symptoms are present which would suggest to 
you the use of protection if you were seeing the case 
for the first time, just so long is it necessary for you 
to continue protection, irrespective of the number of 
months or years which the case has been under treat- 
ment. 

I think the length of time, which is usually laid 
down as the average duration for tubercular disease 
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is too short, and I believe thatif instead of two years 
the patient were told in the beginuing to expect three 
ears of treatment, it would be nearer the truth. 
There are cases of tubercular joint disease which get 
well inside of a twelvemonth, but they are largely in 
the minority, and so exceptional that the patient 
should not be led to expect anything of the kind 
when an opinion is asked as to the length of time 
during which treatment will be necessary. I think 
that the severity of pain in the beginning or the 
rapidity of the onset of the disease can be used as a 
very accurate guide in estimating the duration of the 
process, for those cases which seem the simplest when 
they first come under observation very often are the 
most tedious to manage. 
_ _ The question of effusion into joints is a very im- 
rtant one, and the wonderful benefit to be derived 
ae rest and compression is something very sur- 
prising to those who witness it for the first time. In 
cases of acute synovitis, aspiration is often indicated, 
but in the chronic tubercular joint, compression, with 
a large compress sponge wrung out in cold water, 
and bandaged very snugly with a cheese-cloth band- 
age, is to be preferred. 

The question of abscesses is one which comes 
within the scope of one of the other papers, but | 
would say that there is also a conservative side to 
the treatment of abscesses. If the abscess is simply 
a collection of tubercular material, I believe that it 
is safer to let it alone and treat it by compression, 
unless it is in a position where the focus of inflamed 
bone which gave rise to the abscess can be removed 
with safety without sacrificing too much healthy 
bone in the operation. If, however, the tubercular 
mass becomes infected with pyogenic organisms, the 
case is altogether different and demands prompt sur- 
gical interference. 

The time limit which has been set by your chair- 
man is so short that it will be impossible for me to 
enter into details in regard to the practical applica- 
tion of the principles I have just mentioned, in their 
relation to the different joints of the body except in 
the most cursory way, but I will crave your indul- 
gence for a few moments while I rapidly mention a 
few points which have seemed to me to have been 
overlooked quite frequently by the general practi- 
tioner. 

In treatment of the spine, for instance, in the 
case of children under 3 years of age, as a rule it is 
impossible to apply any apparatus which will allow 
the child to run about, and secure for its inflamed 
spine the rest which scientific treatment demands, 
and yet I have frequently seen children between 1 
and 2 years of age towhom plaster jackets and vari- 
ous other kinds of apparatus had been applied while 
the child was allowed to run about. These children 
should always be treated in the recumbent position, 
the weight of that part of the body which lies above 
the point of disease being in this way removed and 
at the same time gentle traction should be made upon 
the head, while counter-traction is made upon the 
feet or pelvis, for the purpose of counteracting the 
reflex muscular spasm which is always present in 
inflammation of any joint. These principles can be 
carried out if the child is placed upon a hard bed 
and securely bandaged to it. But it is extremely 
difficult to keep the child in a proper condition of 
quiet on a bed of this kind, and it also has the great 
disadvantage that the child can not be carried up 


and down stairs, and given the benefit of fresh air 
and outdoor life without being removed from its bed, 
which proceeding is necessarily attended by more or 
less traumatism, and I therefore prefer to put the 
child in a wire cuirass or fasten it to a board, like an 
Indian pappoose, if it is too poor to buy anything 
better. In fact, you practically have a portable bed 
made but a little larger than the child and the child 
and bed can be carried downstairs, placed in a rubber- 
wheeled baby carriage and transported wherever its 
health demands. In many cases of older persons 
this recumbent position is far better treatment for 
the spine than any other, but itis so difficult to carry 
a child about when it is 5 or 6 years of age, that it is 
almost always treated with some kind of an appli- 
ance which allows it to run about. In the vast ma- 
jority of cases I think that the best appliance for 
children of this kind is the plaster-of-paris jacket 
combined with the jury-mast, but it is not the simply 
wrapping a plaster bandage around a child which 
does it good, but the correct application of the prin- 
ciple which I have sketched and having a child’s 
spine at rest, whether it be by a plaster bandage or 
an iron splint, or any other material that the surgeon 
chooses to adopt which benefits the patient; and to 
simply envelope it in a loose plaster bandage which 
slides up and down and does not protect its spine, 
but is merely an additional weight, hanging upon its 
already enfeebled form (in some cases actually held 
up by shoulder straps instead of resting on the ilia) 
this is the treatment which I wish most strongly to 
condemn. In order to support the spine a plaster 
jacket must havea basis of support; it can not be 
applied to small children with undeveloped hips, and 
in applying it the child must first be stretched to the 
point at which it feels comfortable, and plaster band- 
ages fitted so accurately that the child is retained in 
that position twenty-four hours a day, the jury-mast 
being added if the disease is above the tenth dorsal 
vertebra, in order to effect this object. As long as 
a child has a grunting respiration, a tender careful 
gait, and desire to support itself against any object 
which comes within its reach, just so long is its back 
imperfectly guarded by the apparatus which it 
carries, and those children should be taken off their 
feet, put to bed, and absolute rest of the inflamed 
bones maintained for a long period of time. 

In the hip joint also, I frequently see efforts at 
treatment of no avail, because the gentleman who 
has had charge of the case has thought that the ap- 
plication of this, that, or the other splint was all 
that was needful to effect a cure, whereas it is the 
proper application of the principle of rest of the in- 
flamed joint which is essential, let the principle be 
carried out in whatever way best suits the surgeon. 

I have seen traction applied to inflamed hips, flexed, 
and strongly adducted, with the result of causing in- 
tense pain to the patient, simply because the traction 
was not applied in the proper direction, and because 
the patient’s body was not held firmly fixed in bed, in 
order that the traction might have some point from 
which to pull. I have seen splints put on patients’ 
limbs in this crooked position, which were only méant 
to be applied to the body when the legs were straight 
and parallel, and which under these circumstances 
produced great pain and suffering. 

In these distorted and inflamed joints, the first 
thing to do is to immobilize the body and sound leg 
in the straight position, and allow the diseased limb 
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to assume such attitude as it will while the spine is 
flat, and a line joining the anterior superior spines 
of the ilia isat right angles to a line passing from the 
center of the sternum tothe symphysis pubis. Now, 
make slight traction on the diseased limb, in the 
direction which it assumes while the trunk retains the 
position I have just mentioned, and make the trac- 
tion just sufficiently strong to give ease and comfort, 
the leg being placed meantime on an inclined plane 
to give itsupport. If you have fastened the patient 
securely in bed, and applied traction as I have indi- 
cated, you will make him comfortable and can gradu- 
ally change the direction of this traction little by 
little, day by day, until both legs are flat in the bed 
and parallel, without tilting of the pelvis or arching 
of the lumbar spine. If you find that traction in 
the line of the deformity does not give the patient ab- 
solute comfort, pass a bandage around the thigh, and 
make a slight lateral traction outwards. In some cases 
this will give ease to the joint which the longitudinal 
traction fails to give, but is not necessary in all cases. 
When the legs are parallel apply your hip splint, and 
not before, the object being to again allow the patient 
to take outdoor exercise while the inflamed joint is 
kept at rest, but if you find that the patient begins to 
have pains in his joint when you allow him to get 
up on his splint, or splint and crutches, it shows that 
you have not applied‘the splint in such a manner as 
to protect the joint from the traumatism of locomo- 
tion, and if you can not succeed in so adjusting it 
that thechild can goin the open air without increase 
of tenderness in its joint and without being disturbed 
by cries at.night, put it back in bed, and have it 
trundled out in the air in a baby carriage until you 
are capable of so applying the splint as to protect 
the inflamed joint and, at the same time, leave the 
rest of the body free for locomotion. 

In passing to the knee I would draw attention to 
the fact that the knee is not simply a hinge-joint, 
and that efforts to straighten a knee which has taken 
on the characteristic deformity of chronic tubercu- 
lar inflammation of the knee-joint, by simply pulling 
on the leg are apt to increase the pain, because the 
front of the knee-joint is strongly compressed by 
force applied in this manner. There is always a 
sliding backward of the head of the tibia upon the 
condyles of the femur in cases of chronic knee-joint 
disease, and to counteract this posterior displacement 
of the tibia, pressure must be exerted on the head of 
the tibia from behind forward, at the same time that 
traction is made in the long axis of the shaft of the 
tibia, if we wish to relieve the spasm of the joint, 
and correct the deformity of the knee. The tight 
ham-string muscles, brought into fierce spasms as 
they are by irritation within the joint, form a fulcrum, 
and when the knee is straightened as if it were a 
simple hinge the joint surfaces are pressed together 
with a lever of enormous strength acting upon these 
firm ham-string muscles as a fulcrum, which in- 
creased with articular pressure results in pain and 
damage to the joint. On the contrary, by applying 
traction for the purpose of reducing the deformity 
aloag the line of the articular surface of the condyles 
of the femur, the deformity is corrected gradually, 
almost imperceptibly, and the joint can then be put 
up in a splint which embodies the same principles of 
treatment—traction in the long axis of the tibia, and 
pressure from behind forward against the head of the 
tibia, while at the same time the patient is prevented 


from bearing weight upon the inflamed joint, and 
able to get the benefits of fresh air and outdoor life 
during the months or years of treatment which will 
be necessary before the joint is well. 

Your chairman has warned me that ten minutes is 
to be the limit of our papers, so all that I can hope 
to do is to draw your attention to the principles of 
treatment and leave the practical application of 
them to some future occasion. 


THE CONSERVATIVE TREATMENT OF TUBER- 
CULAR JOINT DISEASE, 


OR, MORE EXPLICITLY, THE PURELY CONSERVATIVE 
TREATMENT OF TUBERCULOSIS OF THE 
JOINT STRUCTURES. 


Read in the Section on Surgery and Anatomy at the Forty-fifth Annual 
Meeting of the American Medical Association, held at 
San Francisco, June 5-8, 1894. 


BY HARRY M. SHERMAN, M.D. 
SAN FRANCISCO, CAL, 

For the purpose of the present paper it does not 
especially concern us which or how many of the dif- 
ferent tissues which together constitute a joint are 
affected, and I shall not attempt to discuss methods 
of treatment based on anatomic differentiation of the 
location of the lesion. It may, however, be stated 
that in the great majority of cases the initial lesion, 
so far as the joint is concerned, is in the bone; but 
in the purely conservative treatment the manage- 
ment of these cases differs hardly any from that of 
those which are primarily synovial. 

Underlying the treatment of all forms of chronic 
tuberculosis, of whatever tissue or wherever situated, 
is the gospel of rest and food. This is founded upon 
the fact, learned in the first place by experience, 
and confirmed later by the results of biologic investi- 
gations, that there is in living tissues an inherent 
antagonism to all forms of infection, and that this 
antagonism is best exerted by tissues that are not 
functionating and are at the same time well nour- 
ished. In the infection of no tissue has this been 
better shown than in the infection of bone. This is 
due, in part, to the very chronic course these cases 
follow, which permits careful and extended study of 
them, and in part to their large number—for tuber- 
culosis of the joints or bones constitutes more than 
80 per cent. of all cases of tuberculosis in* patients 
under 17 years of age; and I have calculated on re- 
liable data that in San Francisco, for instance one 
child out of every 286 of the child population has tu- 
berculosis. 

Work, for a bone, is resistance to pressure and 
strain,—pressure being produced by the weight of 
carried structures, and strain caused by the use of 
the bone as a lever. As bone is a living tissue, work 
must physiologically be followed by a loss of energy 
and the need of rest. Rest for a sound bone neces- 
sitates that it shall be subjected to neither pressure 
nor strain beyond that which properly exists between 
the different parts of the skeleton with the individ- 
ual quiet. Perfect rest for a diseased bone contem- 
plates that it shall be subjected to absolutely no 
pressure or strain; whether that be developed in the 
doing of work, or be the natural result of its position 
in the skeleton. Practically, it is impossible to 
wholly eliminate the latter factor, and the aim of 
treatment on conservative lines is to secure, in the 
first place, the complete cessation of active work and 
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then to lessen, as much as possible, the physiologic 
and unavoidable pressure between bones so that a 
rest of therapeutic value may be had. During the 

riod of this rest careful attention is given to the 
general health of the patient, and every effort is 
made to secure again in body weight. This is a 
brief statement of the principles of conservative treat- 
ment. 

There are two major plans, in accordance with 
one of which these principles are applied: One aims 
to secure rest by fixation alone of the joint, claiming 
that with fixation is absence of inter-osseous friction 
and of pressure. This is considered to be true, no 
matter what may be the relative position of the 
bones, but the plan arranges first for the gradual 
correction of any faulty position and then fixation 
in the proper position. So long as a pathologic 
process is present the fixation must be maintained, 
and never must the joint be released until the repar- 
ative process is complete. In this method no ac- 
count is taken of pressure developed by the muscu- 
lar spasm which is the most common and prominent 
accompaniment of joint lesions. 

The other plan endeavors to secure rest by traction 
below and counter-traction above the diseased joint, 
thus addressing itself primarily to the spasmodically 
counteracted muscles, by antagonizing their spasm,re- 
lieving the pressure on the bone and consequently the 
cause of the spasm itself; the rest from the spasm 
and the spasm-pressure removes the tendency to 
early deformity, dnd the immobilization is then an 
easy matter,—for in a diseased joint there is no ten. 
dency to ordinary motion, but rather the avoidance 
of it. In regard to arranging for the gradual correc- 
tion of any faulty position and to the continuance of 
treatment until the disease has ceased and repair is 
accomplished, this second plan does not differ from 
the first. 

Of these two distinct methods of attaining the 
same end, the latter apparently complies more nearly 
with the requirements of the proposition. 

Under conservative treatment, cases of joint dis- 
ease follow one of three courses: Either they en- 
tirely and wholly recover, with a joint so little dam- 
aged that its function is in no ways impaired, and 
its disability must be looked for to be found; or 
they recover after a certain amount of permanent 
damage has been inflicted, are functionally more or 
less incompetent, and their disability is evident; or 
they do not recover but go on for long periods of 
time, their condition constantly bad or going from 
bad to worse; they can perform no function; their 
disability is complete. 

In its results, then, tuberculosis of the joint struc- 
tures differs in no particular from tubercular or other 
forms of not necessarily fatal infection of any other 
part of the organism. That is, the conservative 
treatment is a method of treatment but it is nota 
means of cure. 

It is important, for its proper use, to know in what 
cases it will succeed and in what cases fail. 

At the Twenty-third Congress of the German Chir- 
urgical Society held in Berlin on April 18 of this 
year Bruns, of Tiibingen, reported 600 cases of tuber- 
culosis of the hip joint; of these but 200 were avail- 
able for statistical use. They covered a long period 
of years, had been treated by various methods all 
conservative, as by revulsives, vesications, cauteriza- 
tions, immobilization, traction and iodoform. On 


their results he declared himself, with very slight 
qualification, in favor of conservative treatment. He 
summed up practically, as follows: 

1. Of all cases, 48 per cent. begin in the first ten 
years of life, 37 per cent. in the second ten years, and 
but 6 per cent. in the third ten years. 

2. In 66 per cent of all cases there is suppuration, 
abscess and fistula. 

3. Recovery is attained by conservative methods 
in 55 per cent. of all cases, and in an average time of 
four years. 

4. Death occurs usually of a visceral tuberculosis, 
or amyloid degeneration, or sepsis, in 40 per cent. of 
all cases, and in an average time of three years. 

5. Prognosis depends chiefly, in each particular 
case, on the presence or absence of suppuration—of 
non-suppurative cases 77 per cent. recover; of sup- 
purative cases 42 per cent. only. 

6. Prognosis in general depends on the age of the 
patient when attacked. In the first ten years of life 
the recoveries are 65 per cent; in the second ten 
years, 56 per cent.; in the second twenty years of 
life, 28 per cent. only. No case recovers which is 
over 40 years old when attacked. Suppurative cases 
are especially serious in patients over 20 years. 

7. Most of the recovered cases die later of tubercu- 
losis of other organs. Of those who recover in the 
first ten years of life,6 per cent. die later of tubercu- 
losis of the lungs; in the second ten years, 9 per cent. ; 
of those who have passed 20 years, 7 per cent. 

The functional results, in spite of atrophy, short- 
ening, ankylosis, and vicious position he considered 
good. In all cases motion was limited. Ankylosis 
was a frequent result of suppuration. In every case 
the limb was in a vicious position of flexion, and 
usually adduction, rarely abduction—the flexion 
sometimes being 90 percent. Flexion, rather than 
shortening, was the cause of the functional disability. 
The shortening was due to three factors. Atrophy of 
disuse, absorption of the femoral head, and exten- 
sion of theacetabulum in an upward and backward 
direction due to absorption of bone. Without giving 
any statistics of resection cases he claims that their 
results, in view of life and limb, are no better than 
these. His qualification to his advocacy of conserv- 
atism was his desire to await modern methods of 
wound treatment in resection cases. At the same 
time, Schede, of Hamburg, Helferich of Griefswald, 
Gussenbauer, of Prague, and von Bergmann, of Ber- 
lin, advocated conservatism as against operation. 

There are several points in these statistics which 
would bear careful discussion, but I must not, in my 
allotted time, attempt more than a brief mention of 
one or two. His total percentage of deaths, 40 per 
cent. is a higher mortality than is usually credited 
this particular form of joint tuberculosis; but this 
is explainable, partly, on the fact that many of his 
cases occurred in the time before systematic treat- 
ment by traction and immobilization was instituted. 
The mortality of the suppurative cases, 58 per cent., 
is of the whole report the part that most holds at- 
tention. According to it the chances of a given case’s 
dying are more than doubled by the occurrence of 
abscess. There can be no doubt in this world but 
that it is proper to persevere in conservative treat- 
ment in cases where there is no abscess for the ulti- 
mate chances of recovery with a useful limb are 
good. But if abscess comes itis asymptom that the 
organism is not able to absorb and eliminate the 
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detritus of the infected tissue—tissue that is poten- 
tially or actually dead and must be removed; the 
disease is gaining on the patient; conservative 
treatment is not conserving. At this point of any 
particular case what sign or symptom will tell us the 
the patient’s chances: whether he will, after being 
more or less ill, ultimately recover or whether he will 
die. We know he has forty-two chances of recover- 
ing to fifty-eight of dying, but what is this particular 
patient going to do? How long should conservative 
treatment be persevered in under these circumstances? 
That is, how long should the patient be left to the 
surgical efforts of the staphylococcus to rid him of 
his diseased bone when the original infection, the 
bacillus of tuberculosis, may be extending its opera- 
tions on the bone pari passu, or migrating to and at- 
tacking other organs? 

These statistics are the latest I know of that 
cover any considerable number of cases. They have 
been compiled under strict stipulations as to what 
cases were proper ones to be included. In spite 
of the consensus of opinions in favor of con- 
servatism, I can not see but that the statistics them- 
selves force us to ask these questions, questions 
which Bruns himself suggested when he stated that 
he waited to know the results of later methods of 
wound treatment before finally committing himself. 
It is not my duty, in the present instance, to attempt 
to formulate the answer. 
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The days of conservatism, to judge from a perusal 
of our medical] journals, seem almost to have passed ; 
for no sooner does a student gain the magical cogno- 
men of M.D. than he seeks fields and pastures new 
where he may acquire local if not world-wide fame. 
He seeks this, not in the direction of honest, hard, 
painstaking clinical work but only too often sees his 
chance in some major operation, requiring not alone 
judgment in its planning but experience in_perceiv- 
ing its necessity. Too often in his endeavors to 
count his majors by the tens or hundreds he loses 
sight of the main object of his art, which is to save 
nature’s organs intact as far as is compatible with 
health and life, and errs in his enthusiasm wilfully 
if not criminally in producing mutilations that cause 
older and more conservative surgeons to shudder in 
dismay. Thus it is that our journals are flooded with 
records of hip-joint amputations, heroic operations 
on the spine and such like, to the exclusion of rec- 
ords, which happily are being collected, where the 
limb still remains as a monument of the patient 
efforts of some obstinately conscientious practi- 
tioner, who, following nature’s dictates and methods 
succeeds in saving life and limb in spite of the sneers 
and innuendoes of his fellow practitioners. How- 
ever, it is possible for us in our admiration of con. 
servatism to let the pendulum swing too far and to 
lose sight of the fact that mutilation is not naturally 
the antithesis of conservatism, but, that between the 
two there lies a field where bold, active surgical 


measures may be of paramount benefit to the pa- 
tient and absolutely indicated in the various stages 
of the disease. It is this boundary line between con- 
servatism and active treatment of a tubercular joint 
that I wish to discuss in some detail, and to make as 
far as possible a clear distinction between cases that 
require operation and those which will be decidedly 
the better for absolute unhindered rest. 

There are so many considerations that enter intoa 
calculation of this nature and which influence one’s 
opinion in coming to a just conclusion that it is im- 
possible to lay down definite rules which will hold in 
every case. Diathesis, present health, social condi- 
tion particularly the power to gratify certain require- 
ments, such as climate, food, apparatus, etc., influ- 
ence so materially the conduct of cases, that each 
patient must be judged on his or her own special 
condition and environments. 

Given a patient in the first stages of hip-disease, a 
patient whose social condition is such that eve 
luxury can be obtained, that change of climate, fres 
air, conveyances, the best of food cooked in the best 
way, are all procurable; a patient whose common 
sense or the moral control of whose friends would 
help in carrying out instructions as to rest in bed, 
the use of apparatus and the like, I should have lit- 
tle hesitation in giving a very favorable prognosis. 
In the great majority of such cases cure would follow 
and, with care in after treatment, the cure would be 
permanent. 

On the other hand, a case of this sort denied all 
care, all necessities and all luxuries, and, especially 
denied intelligent supervision and nursing would 
sooner or later progress from bad to worse and would 
end, as most of these unfortunate cases do end, in 
total destruction of the joint and perhaps in death 
from exhaustion. This is the course with only too 
many patients seen in our crowded cities; everything 
is ordered but nothing procured, with disaster as the 
result. In the face of this, can one wonder at the 
surgeons in crowded manufacturing centers advocat- 
ing and carrying out excisions at the very earliest 
period, even before the joint cavity is involved, under 
the perfectly legitimate idea that it will only be a 
question of a short time before the process will go 
on apace and destroy the articulation? 

These advocates of early excision undoubtedly go 
too far in their views, and often a joint which could 
be saved with the limited means at their disposal is 
sacrificed ruthlessly as a holocaust on the altar of 
their faith. I have among my collection of hip 
joints one which was removed by one of my old 
teachers which shows two caseous foci close to the 
epiphysial line, the joint otherwise being healthy. 
Knowing as I do both the operator and the squalid 
surroundings of most of his patients, I am fully pre- 
pared to accept this specimen as an evidence of 
skilled diagnosis and appropriate treatment. How- 
ever, I think that if the social conditions had been 
otherwise that it is just in such cases, viz., those where 
the disease commences primarily in bone that con- 
servative treatment will show the most brilliant 
results. 

Diagnosis is everything and an error committed in 
the early stages may result in a disaster to the pa- 
tient. It has been my luck to see cases of com- 
mencing hip disease in children diagnosed as intra- 
capsular fracture of the femur and subjected to rough 
passive movements under chloroform. Most of these 
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cases ended in excision, and in one a subacute osteo- 
myelitis set in, which necessitated removal of two or 
three inches of the shaft and scraping out the medul- 
lary cavity. So then, I would lay it down as a dictum, 
that where the disease can be diagnosed as confined 
to bone, conservative treatment should be relied on 
as giving the best results. 

This is seen to a remarkable degree in tuberculosis 
of the vertebre where perforce, in the majority of 
cases, conservatism is the only available treatment. 
One sees daily, numerous living examples of healed 
spinal caries where we have deformity but no other 
trouble. Here the disease is primarily in bone and 
is surprisingly curable when allowed to have a chance. 
Sometimes, in spite of maltreatment, it will clear up 
in a marvelous manner. 

The relation between symptomatology and con- 
servatism is a close one, as it is only in cases where 
_the diagnosis is made early before the joint is exten- 
sively involved, that we can hope for a good result. 
Everything, then, hinges on an early recognition of 
the joint disease and this, in skilled hands, is usually 
an easy matter, although cases occasionally occur 
which for a time defy a positive opinion. I would 
here be dogmatic and lay it down as an absolute rule, 
that, in cases of doubt, the patient should be treated 
as if the suspected joint were the seat of a veritable 
tuberculosis. 

The slightest stiffness of or unwillingness to move 
the joint in a patient of a tubercular diathesis should 
be viewed with suspicion, and these symptoms accom- 
panied by pain should at once be a signal for abso- 
lute enforced rest. We should be just as much on 
the alert to diagnose our joint cases at their curable 
stage as we are to diagnose malignant disease when 
it is essentially local and amenable to treatment. 
One could cite cases innumerable where patients who 
had suffered from the early stages of hip disease 
during infancy had by careful treatment recovered 
full movement of the limb, and were in adult life to 
all appearance free from tubercular foci. It is im- 
possible to say whether the bacilli or their spores are 
merely latent and awaiting a suitable opportunity to 
blossom into life; and knowing as we do the tendency 
of a once actively tuberculous focus to awaken, we are 
very careful to advise moderation in using a joint 
once diseased. 

The cases that are the most troublesome are those 
where it is difficult to come to a decision as to the 
employment of operative procedures. In other words, 
when should we advise rest and when operation? 

The answer to this depends mainly on two consid- 
erations: 1, on the joint affected; 2, on the situation 
and extent of the disease in the particular joint. 1, 
considering all things the joints of the upper extrem- 
ity are more amenable to conservative treatment than 
those of the lower, because they can be more easily 
rendered immovable and are less liable to be injured 
during locomotion; added to which the patient can 
obtain exercise and fresh air without risk. The joints 
of the spine occupy a peculiar position in being al- 
most beyond the reach of accurate surgical treat- 
ment, in the early stages at least. 

2. In considering this section, with due regard to 
what I have previously said as to the views of the 
advocates of early excision, I should be very much 
inclined to doubt the efficacy of rest and conservative 
measures generally in joints where the symptoms 
pointed to the destruction of the articular surfaces 


and pus formation. In these cases I should feel it 
my duty to advise something more than the expectant 
treatment. 

The particular joint affected and the anatomic re- 
gion involved would also modify my attitude towards 
conservatism in any given case; thus in cases of 
tuberculosis affecting, and appearing to be M&nfined 
to, the synovial membrane of the knee joint, while 
recognizing the fact that here rest is a powerful aid 
towards cure, I should have less compunction than 
formerly in the face of brilliant results, such as I 
have seen from arthrectomy, in advising this proce- 
dure. It is in these cases, however, that treatment 
by rest associated with pressure or passive congestion 
(Bier’s treatment) has shown its best results; and 
consequently the greater one’s experience the less 
dogmatic would one become in favor of or in oppo- 
sition toany particularmethod. Occasionally one may 
be shaken somewhat in one’s power of judging as to 
whether operation is necessary or not. A colored girl 
aged 7 was under my care some two years ago suffer- 
ing from spinal caries affecting the fourth, fifth and 
sixth dorsal vertebra associated with absolute paral- 
ysis of the lower limbs; no anesthesia and no impli- 
cation of the bladder and rectum. There was marked 
angular deformity but no evidence of pus formation. 
The temperature varied and occasionally rose as high 
as 101 degrees F. in the evening. Absolute rest was 
enjoined and during six months the child was encased 
in a well fitting Sayre’s plaster jacket, but with no 
effect. In despair, | had made up my mind to ope- 
rate and the jacket was removed for that purpose, 
but for some reason the operation was postponed for 
two weeks, during which time the child was allowed 
to roll about the ward floor. To my surprise, I found 
she was regaining the use of her limbs, and I post- 
poned the operation indefinitely and had the satisfac- 
tion of seeing her recover the use of the lower members 
entirely. Had I operated, I should have attributed 
the improvement to the operation and not to nature’s 
own processes. 

Having made up our minds to put any particular 
joint at rest, the method of carrying out our plans 
deserves some description. The forms of apparatus 
for each joint are legion and most are good. How- 
ever, as a ruleitis not the particular apparatus which 
is going to cure our case, but the individual care ex- 
pended on it by the surgeon and his assistants. 
Wherever practicable the joint should be fixed im- 
movably and shielded from traumatism; and usually 
plaster-of-paris is the best material to use. In the 
case of children afflicted with hip disease, the limb 
is fixed firmly in a plaster case from foot to pelvis, 
and the same bandage is carried over the sound joint 
as far as the lower part of the thigh. I have, how- 
ever, found it impracticable to use plaster-ot-paris 
during the hot weather of our summer and have been 
forced to be content with rest in bed with extension, 
using sand bags to steady the body and limbs. The 
enforced rest is absolute and is kept up for one year, 
the patients not even being allowed to sit upright 
during the early part of this time. Each day the 
patients are wheeled out on the gallery and allowed 
to bask in the sun, as I find a remarkably good effect 
from sunlight and fresh air. 

Is it possible that a limb can deteriorate by rest 
too prolonged? The answer to this reveals some 
curious facts by a perusal of the rather scanty liter- 
ature of the subject. 
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Teissier' showed by dissection that long continued 
immobility in a joint might produce a series of im- 
portant changes including synovial effusion, per- 
manent shortening and thickening of the ligaments, 
swelling, softening and erosions of cartilage, and even 
true fibrous ankylosis. 

Volmann’ reported a number of cases of transient 
effusion which appeared in joints which had been 
immobilized in the treatment of fractures and other 
diseases. 

Menzel’ experimented on animals by confining their 
limbs in plaster-of-paris and found well marked de- 
generative changes at the points subjected to the 
greatest pressure. Furtherinformation and researches 
will be found in papers published by Reyher,‘ Paget’ 
and Butlin,’ and all go to prove that certain changes 
may and do occur in healthy joints kept at rest for 
any appreciable length of time. Notwithstanding 
this, the good effects of rest on diseased joints are 
too well recognized to lessen the value of this pro- 
cedure. 

In many cases, especially those where starting 
pains at night form a prominent symptom, it may 
be advisable to put extension on the limb, the object 
of which is to separate the joint surface and to pre- 
vent destruction by pressure. The method of appli- 
cation deserves some care, as it may be possible in 
some cases to increase the symptoms which it is in- 
tended to allay. Thus, in some instances of extreme 
flexion of the hip associated with shortening of the 
ones muscle, if extension be put on and the line of 

orce be perfectly horizontal, the head of the femur 
is forced deeper into the acetabulum and more pres- 
sure is brought to bear on the articulating surfaces ; 
the mechanism being a lever of first kind, the power 
being applied at the lower end of the femur, the ful- 
crum at the psoas insertion. Therefore extension 
should at first always be applied in a direction paral- 
lel to the shaft.of the displaced bone; in cases of hip 
disease parallel to the flexed femur, in knee joint dis- 
ease parallel to the flexed leg. Otherwise extension 
not only increases the suffering of the patient, but is 
positively harmful. Later on, when one has over- 
come the resistance of the contracted structures, it is 
possible to change the direction of the extension and 
gradually to bring the limb into the desired position. 

The value of extension depends on the power of 
separating the diseased surfaces from one another 
and so preventing undue injury by friction. The 
relief that a patient experiences from starting pains 
at night is too marked to doubt the efficacy of this 
procedure. 

When we ask ourselves what are the limits of the 
treatment by rest, we are unable to fix any arbitrary 
boundary line. As long as there is any evidence of 
inflammation present, such as pain and tenderness, 
and especially if there be suppuration, rest must be 
continued. It is advisable in all cases of early tuber- 
culosis to err on the side of too prolonged rest rather 
than to allow movements in a joint where there is 
the least chance of the disease being active. But the 
question naturally forces itself on us, Are we to use 
passive motion in a previously diseased joint when, 
from the absence of pain and tenderness, we have 
reason to believe that the tubercular process is in 


1 Gazette Médicale, Sept. 25, Oct. 2, 1841. 
2 Berlin. Klin. Wochenschrift, Nos. 30, 31, 1870. 
3 Arch. fiir Klin, Chir., i xii. 


es, p. 97. 
6 Transac. Patholog. Society, Vol. xxv, p. 212. 


abeyance? This is always a very difficult question 
to answer. At times, especially where the tubercular 
disease is confined to the synovial membrane, mas- 
sage combined with moderate passive motion may be 
of benefit; but Iam not inclined to view this pro- 
cedure with approval. Yet when one compares the 
treatment which is advised in pulmonary tubercu- 
losis with that usually followed out in joints, it seems 
at least curious that in the lungs exercise should be 
found beneficial and, in fact, in moderation abso- 
lutely necessary for a favorable termination, whereas, 
in joints one condemns exercise as deleterious. Is it 
possible that full inflation of the lungs increases the 
vascular supply and helps the connective tissue cells 
to fight the bacilli without deleterious consequences 
to the intrinsic lung tissue, whereas movement in 
joint surfaces injures the intrinsic tissues without in 
any way bettering their nutrition and placing them 
in a more resistant attitude? Iam not prepared to 
believe this difference, but am rather inclined to think 
that the processes are identical and that, if we could 
only interpret aright the conditions favorable to 
passive motion, there are many joints that would be 
decidedly benefited. But the difficulties in the way 
of a correct knowledge of the pathologic condition 
of a joint are so great that any attempt to move a 
joint is attended with more risk than is justifiable. 

As adjuncts to rest we have such means as com- 
pression, counter-irritations and massage. All these 
means have a limited application and considered 
alone a very doubtful value. Compression is par- 
ticularly useful in cases of tubercle confined to the 
synovial membrane and where we have no evidence 
of a central tubercular osteitis. It may be applied 
with a rubber bandage or by strips of adhesive 
plaster over a cushion of cotton. 

Cold may be applied during the non-inflammatory 
stage by means of an ice bag or a Leiter’s coil. One 
should, however, guard carefully against its abuse as 
it may interfere with the proper circulation of the 

art. 
. Heat has a more extended field of application. It 
is best used in the form of antiseptic fomentations, 
medicated if thought necessary with iodin, corrosive 
sublimate or boric acid. We may also surround the 
joint with a Leiter’s.coil and keep up a continuous 
stream of hot water running through the tubes. 

Blisters, actual cautery, setons, moxas have no 
place in the modern treatment of the disease. They 
only incommode the patient and have no beneficial 
effect on the diseased joint. : 

Bier,‘ of Kiel, has advocated the treatment of 
tubercular joints by a method which he calls “passive 
congestion.” The procedure, which is simple, consists 
in placing a broad elastic band around the limb a 
few inches above the diseased joint, firm enough to 
produce congestion but no edema, and loose enough 
to run nochance of rendering thelimb anemic. This 
congestion is kept up continuously and the move- 
ments of the part encouraged, the elastic band being 
changed occasionally to prevent chafing and abrasion. 
The congestion is confined to the immediate neighbor- 
hood of the joint by carefully bandaging the distal 
portion of the limb. 

The idea was suggested to him by an old dictum 
of Rokitansky’s, that all cyanosis is incompatible 
with tuberculosis, a remark which however true in its 
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main features is not absolute, for one occasionally 
sees phthisis associated with congenital heart disease. 

I have had no experience in this method, but will 
quote the conclusions arrived at by Miller* who has 
put this method to a fair test. He says that his ex- 
perience has not equalled that of Bier, as most of his 
cases were afterwards treated by other means and 
could not under the rules of the hospital be allowed 
to remain a sufficient length of time in the wards. 
In summing up he comes to the conclusion that the 
new method can not in the majority of cases take 
the place of amputation, excision, scraping nor of 
immobilization, but that combined with immobiliza- 
tion it is undoubtedly an aid in the treatment of 
these affections. 

A limb with a tubercular joint has smaller arteries 
and is in consequence inadequately supplied with 
nutriment. May it not be that the diseased part is 
on account of its malnutrition unfavorably situated 
as regards its contest with the tubercle bacilli, and 
that the congestion of the neighborhood assists in 
the destruction of the bacilli and the throwing off of 
the disease by bringing more blood and serum 
(pabulum ) to the fighting tissue? 

8 Edinb. Medical Journal, February, 1894, p. 702. 
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The question of the operative treatment of joint 
disease should involve the discussion of several pro- 
cedures; excision, arthrectomy, incision and igni- 
puncture. The limits of this paper, however, compel 
the writer to confine his attention to the considera- 
tion of the place of excision in the treatment of 
tuberculous joint disease. On this subject there is a 
wide range of opinion in the surgical world. Some 
surgeons advocate early excision as a routine treat- 
ment in tuberculous joint disease; others would 
never excise at all, because they consider the opera- 
tion as rarely necessary, and as dangerous; and a 
third faction believes that excision is to be kept in 
the background until conservative measures (i. ¢., 
mechanical treatment) have had a faithful trial. 

Mechanical treatment is a term which has been 
often applied to the loosest and most incomplete im- 
itations of proper conservative measures. Conse- 
quently, when one attempts to define the sphere of 
operative measures, contrasted with mechanical ones 
in joint tuberculosis, it must be understood that by 
mechanical treatment is meant here the intelligent 
and systematic application of suitable apparatus by 
surgeons of special training; not the seference of a 
patient to an ingtrument-maker with the order for a 
“hip splint.” This is not the mechanical treatment 
which yields good functional results. 

There are two dangers from excision of joints: 
loss of life; 2, generalization of the tuberculosis. 

1. Excision of even the larger joints is not an 
operation which is accredited with a high death rate. 
Of late years the mortality has become much less, 
but the immediate mortality is of little significance 
compared with the remote, of which we know very 


1, 


little; for few figures deal with the latter. Immedi- 
ate results in these cases show very little, because 
relapse and generalization of tuberculosis occur later, 
and are the really significant factors. Just as any 
statistics of operation for cancer of the breast, which 
only dealt with the three months after operation, 
would be of little or no value in determining the 
value of the operation as a cure of cancer. As an 
example of the very favorable aspect of operative 
treatment considered (as usually is the case) in the 
light of immediate results, the following figures are 
of interest, taking a group of the latest results in ex- 
cision of the knee for instance: 

Liicke' reports 101 excisions of the knee with 85 
per cent. of good results; Lucas-Championniere’ 44 
excisions without a death; Thompson’ reports 50 
knee excisions without a death; in 287 cases in 
adults, reported by Schiilter* 12.5 per cent. died, and 
in 274 cases under 20, 10.9 per cent. died. In 129 
excisions, reported by Bothe, there was no death’; 
Zeuge-Mautéuffell® had 11 per cent. of deaths in 55 
cases done at the Dorpat clinic. 

In Liicke’s cases there were 60 per cent. of cures; 
in a series of 48 excisions in children, reported by 
Angerer', below the age of puberty, there were 70 per 
cent. of total recovery; in the series of 561 cases, 
reported by Schiilter, which have been already al- 
luded to, 63.8 per cent. were cured. In the last 61 
operations, of the 131 reported by Boeckel*, union 
without fistulae occurred in 82 per cent. In the 
fifty-five cases operated on at the Dorpat clinic, union 
by first intention occurred in 71 per cent. As was 
{said by Verneuil, at the Congress for Tuberculosis: 
“We have reason to be optimistic when it concerns 
results.” 

Turning to remote results there are fewer figures. 
Korff’ reports the final results in 104 cases of general 
resections, with a mortality of 37.5 per cent.; Bo- 
eckel relates 127 resections of joints in general. 
There were sixteen deaths soon after operation (nine 
from tuberculosis), and fourteen late deaths (eleven 
from tuberculosis); a mortality of 24 per cent. at 
least. 

The class of cases from which these statistics are 
drawn is not one from which the remote results can 
be well estimated, so easily do they escape from obser- 
vation. In the more inaccessible joints, such as the 
hip, the results are not as favorable as to recovery 
rates. In 2,461 cases of hip excision, collected by 
G. A. Wright”, the mortality was 34 per cent. 

2. Generalization of tuberculosis. This danger 
demands serious consideration, because it is a danger 
which the improvement of antisepsis has not tended 
to diminish. Wartmann” analyzed 837 resections 
and found that 10 per cent. of all deaths were the 
result of rapid miliary tuberculosis. And Mr. 
Barker, a radical advocate of excision, stated in a 
lecture before the Royal College of Surgeons in 1888, 
that in 10 per cent. of all deaths following excision, 
“rapid miliary tuberculosis came on in such a way 
as to suggest strongly, if not to prove, that the sur- 
gical interference was the cause of the generalization 


1 Deutsch z. fiir Chir., xxix, H. 4, 

2 La Semaine Medicale, Aug. 6, 1891, 

3 Dublin Journal Med, 1889. 
4 Deutsch z, fiir Chir., xxx, p. 2 
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6 Deutsch z. fiir Chir., xxix, p. 1 
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of the disease.” In thirty deaths occurring in 151 
resections, reported by Boeckel, 20 were from gener- 
alized tuberculosis. In 39 deaths occurring in 104 
resections, reported by Korff, 34 were from tubercul- 
osis. Sherman” reported 106 cases of hip disease, 
of which 42 were treated conservatively, and 64 were 
excised. Of the sixty-four cases excised, the present 
condition is known in fifty-six, thirteen died—ten of 
tuberculosis, a mortality of 23 per cent. 

In a series of cases of hip disease at the Alexandra 
Hospital” in London (occurring from 1867-1879), 
which were treated conservatively, there were 384 
cases of hip disease treated, and only 23 deaths (6 
per cent.) from tubercular meningitis. K6énig’ re- 
ported that of twenty-one hip excisions, 47.6 per 
cent. died of tuberculosis inside of four years.” Cau- 
mont treated twenty-six cases of bad hip disease 
by conservative measures, and found that 20 per 
cent. died of tuberculosis, while in twenty-two sim- 
ilar cases which were resected, 33 per cent. died of 
generalized tuberculosis. These are only some of the 
writers who believe that operative measures in tuber- 
culous joint disease cause tubercular generalization. 
This question was discussed at the Société de Chir- 
urgie as early as 1883 by Verneuil, Trelat, Berger and 
others, who agreed that tubercular meningitis could 
develop after the slightest intervention in the treat- 
ment of these affections. Metaxas and Vérchére™ 
claim that more than one-half of the cases of tuber- 
cular meningitis are caused by operation for tuber- 
cular bone disease. 


FUNCTIONAL RESULTS. 


The successful results after resection of the joints 
must needs be inferior, in most instances, to the suc- 
cessful ones brought about by mechanical treatment 
in a similar grade of cases. Resection implies some 
destruction of sound tissue. No surgeon attempts 
to remove only diseased bone; he must go further 
and remove a layer of sound tissue with it. Nature 
cures by the absorption orelimination of the diseased 
products alone. On general principles a joint muti- 
lated by surgical interference is not likely to be as 
useful as a joint cured by assisting nature. In the 
hip, resection means the removal of the head of the 
bone, and often the neck and trochanter major, per- 
haps part of the shaft also. Shortening is a necess- 
ity; important muscular connections are severed, 
and an unstable and flail-like joint may result. 
Wright reported 100 cases of excision of the hip. 
There were, 


Soundly healed 


100 


In short, about 20 per cent. were satisfactory cases, 
and of the whole 100, in 30 the excision was done 
within nine months of the beginning of the disease, 
representing the most favorable condition for its 
performance. In Sherman’s very favorable group of 
thirty-four recoveries out of sixty-four excisions, 
sixteen were reported in two years or less after ope- 


12 Sherman, Trans. Am, Orthopedic Ass'n, Vol. vi. 
13 British Med. Journal, Aug. 3, 1889. 
Archiy. fiir Klin Chir., xxvi, 


15 Deutsch z, fiir Chir., xx, 344; also Elben, Cent. fiir Clin., ii, 77. 


Grosch, 1882, 14, P. 229. 
16 Etude, sur la Tuberc. p. 520. 


ration, so that they are hardly remote results. Of the 
twelve cases where three years or more had elapsed 
since operation, two walked with a crutch five and 
seven years after operation; in two more, Dr. Sher- 
man noted the limp as bad; in two as medium and 
in five as slight. Yet these are, so far as the writer 
knows, the best statistics yet presented in favor of 
hip excision. 

Excision of the knee leaves a stiff joint, no matter 
how successful the case. After mechanical treat- 
ment successful cases have motion. A foot which 
has successfully recovered from ankle joint disease 
without operation is manifestly a better one than 
when bone has been removed. 

No attempt will be made here to define or defend 
mechanical treatment. Considering briefly what is 
expected from mechanical treatment in its best 
aspect, the group of results in hip disease referred 
to" are a sufficient warrant for the statement that in 
skilful hands, modern conservative treatment yields, 
as a rule, good results in the case of children before 
puberty. All surgeons agree that unnecessary ope- 
rating is to be avoided; all surgeons would agree that, 
other things being equal, non-operative measures 
should precede operative ones where there was a 
chance of their success. Here comes the struggle, 
however, that advocates of excision decry persistence 
in conservative measures as useless. 

In this connection the experience of the Children’s 
Hospital, Boston, may be of interest in the matter of 
hip disease. From 1878 to 1892, inclusive, there 
have been some seven hundred and fifty admissions 
to the wards for hip disease, many of the cases hav- 
ing been admitted twice, so that the number of pa- 
tients is not quite so large. Of these cases only 
thirty-seven have been excised. It may be added 
that the surgeons of the Hospital have not been 
specialists, but general surgeons, holding appoint- 
ments in general hospitals. To show more accu- 
rately the number of cases under treatment it may 
he stated that in the last nine years of this period 
(from 1884 to 1892 inclusive) 718 new cases of hip 
disease have applied at the out-patient department 
for treatment. Some of these were admitted after- 
ward to the wards, while others were treated as out- 
patients. All were treated by conservative measures 
except in very severe cases. Briefly, in several hun- 
dred hip cases, manyof which were severe at the time 
of application, only thirty-seven have required ex- 
cision. 

These figures will serve to show the practice of 
those surgeons who believe in mechanical treatment, 
namely that excision should be regarded in children 
as a measure to be reserved until mechanical treat- 
ment has failed. This is done on the ground that 
operation is in most cases unnecessary; that it is at- 
tended by certain risks which have been pointed out, 
and lastly that it yields, on the whole, inferior results 
to conservative measures. Excision is therefore nec- 
essary in children when efficient mechanical treat- 
ment is not obtainable, and when mechanical treat- 
ment has failed. 

The evidences of the failure of mechanical treat- 
~~ 17 G, F. Taylor, Boston Medical & Surgical Journal, March 6, 1870. 

V. P. Gibney, N. Y. Med. Record, March 2, 1878. 

Cazin, Statistique de Coxalgie oapperss. Bull. de la Soc de Chir. 
Cazin, Medical Times & Gazette, May 20, 1876. 

Marsh, British Medical Journal, July 20, 1889, p. 121, p. 5, 1876. 
Shoffer and Lovett, N. Y. Medical Journal, May 21, 1887. 

H. L. Taylor, Philadelphia Medical News, March 23, 1881. 

John Ridlon, N. Y. Medical Journal, Oct. 4, 1890, 

Jones Limepool, Med. Clin. Journal, July, 1888. 
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ment are these: When in spite of good care, joint 
swelling increases, dense induration comes on with 
discharging sinuses, the granulations become flabby 
and inactive, and when, most important of all, the 
general condition of the child has begun to fail, the 
time for operation has manifestly come. Certain 
painful cases, which are rare, demand excision as 
soon as it has been demonstrated that mechanical 
measures have failed to control the pain. 

The chief index, however, in the care of children 


is failure of the general condition along with a bad 
Kither alone is incomplete. | 


condition of the joint. 
This states only the view of those surgeons who are 
familiar with and believe in mechanical treatment. 
The loud advocates of operation are, as a rule, those 
surgeons at home and abroad who know little or 
nothing of the best conservative measures. In adults, 
tuberculous joint disease is from the beginning a 
more serious matter than in children. The process 
is more acute; it is not so amenable to mechanical 
measures; the systemic infection is more, and in 
cases of even moderate severity, excision is, as a rule, 
the best treatment. The results of mechanical treat- 
ment are not satisfactory except in mild cases, nor 
should mechanical treatment be persisted in for 
more than a brief time if progress is unfavorable. 
Nor are the results of excision so successful as in 
children, although the perfection of operative meth- 
ods have tended to improve the death rate and the 
results. 

The writer has avoided burdening this paper with 
masses of comparative statistics bearing upon the 
results to be obtained by mechanical and operative 
measures. A list of recent and important references 
is appended. 
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Papers on “Early Symptoms and Diagnosis of Tubercular 
Joint Disease” were read by Drs. Emwer Rixrorp, San Fran- 
cisco, and A. J. Srreie, St. Louis, Mo. A paper by Dr. A. B. 
Jupson, New York on the same subject, owing to his absence, 
was read by the Secretary. 

“Conservative Treatment of Tubercular Joints,” papers by 
Drs. R. H. Sayre, New York, and Harry M. SHermMan, San 
Francisco, were read by the authors, and one by Dr. JAMEs 
E. Tuompson, Galveston, Texas, in the absence of its author, 
was read by the Secretary. 

Dr. Ropert W. Lovert’s paper on “Operative Treatment 
of Tubercular Joints” was also read by the Secretary, its 
author being absent. 

“Treatment of Tubercular Joints by Injections of Iodo- 


” 


form,’ was a paper presented and read by Dr. STaniey 
StrLuMAN, San Francisco. 

“Treatment of Tubercular Joints by Injections of Corro- 
sive Sublimate,” by Dr. R. H. PLuMMer, San Francisco, was 
read by title and referred for publication, as was also a 
paper by Dr. A. E, Hoapvey, Chicago, on “Common Errors 
in Prescribing and Applying Mechanical Apparatus.” 


DISCUSSION, 


Dr. Meyer, Of San Francisco—I take the pleasure of in- 
troducing a patient with tuberculosis of the elbow joint, 
treated by combining operative (incision and scraping) with 
Bier’s method of constriction. The wound apparently healed 
quicker ; while it has quite dangerous symptoms as to discol- 
oration, it is noticed that a line of demarkation forms, a 
slough is thrown off, and the wound apparently heals quicker 
than by other treatment. This case is only put on exhibition 
as a suggestion to those members present who have an op- 
portunity to try this new method and report at subsequent 
sittings, or at some future association as to the value of this 
treatment. While with the regular incision for resection of 
the elbow joint there oy be considerable of the humerus 
scraped out, the wound here cicatrized in less time than 
usual, taking in this case only five weeks. And for that, 
reason I would recommend to surgeons, who have an oppor- 
tunity, to try and see whether by this method we make more 
headway than by iodoform and other treatment with opera- 
tive interference. 

Dr. H. M. Suerman, San Francisco (introducing three pa- 
tients)—I wanted to give as nearly as I could an example of 
a later result of hip resection, to show what the work is. 
This child has been operated on now, I think it is something 
like four years. For the last two years she has used no sup- 
port in the way of a crutch or a stick, for her limp; the 
shortening is accurately corrected by the shoe. Her limp 
is the lateral list, the unavoidable mechanical result of re- 
moval of the neck of the femur. She has perfect support. 
and a very oe functional result in being able to move the 
limb around in almost any way she wishes. The lateral list 
is practically the only thing she has and there is very little 
of that. In making a table of cases, she would be put down 
as a child having a very slight limp; and technically it is 
not so—her limp is a list. 

It is seven years since this boy’s hip was removed. He 
had also at that time a dorsal spinal tuberculosis, and was 
wearing a leather appendage, and a little apparatus to 
earry his head. His limp is less than ‘the other, but that is 
because he can not make the lateral sway; his spine is too 


rigid. 

T think it is nearly three oars since this young gentle- 
man’s hip was removed. He ordinarily uses simply this 
cane. The shortening is made up by one of those patent 
boots, in the position of extension, so that nothing shows. 
Now that is a bad limp, but this gentleman was older than 
the children when he was operated upon. And with his 
stick on the other side that limp becomes insignificant. His 
hip had become ankylosed so that there was abscess; the 
bone was really in a very bad condition, and he elected him- 
self to have the operation done so that he could go hunting, 
and riding on horseback, which he could not do very well 
with an hip. He spends a good part of his time 
on horseback, and does everything that anybody else could 
want to do. 

As regards what Dr. Rixford said about the diagnosis, and 
ostponing the beginning of treatment until he is sure of 
is diagnosis, I must object to that. If a child comes to me 

and I suspect there is tuberculosis of the bone, I begin 
treatment at once. Afterward if I find out that I was mis- 
taken I have done no harm, and am very glad, indeed, under 
the circumstances to be mistaken and to have made an error 
in diagnosis; but Ido not want to wait, to be absolutely 
sure that there is tuberculosis of the bone, before beginnin 
my treatment, and let the disease get ahead of me. I too 
a splint off of a child the other day for hip joint disease, 
where she had worn it only a year, and where she had ap- 
parently no remnant of the disease at all, and I told the 
mother [ doubted very much if the child had had tuberculo- 
sis of the bone; she had gotten well too quick. 

Then, as regards the iodoform injections. In the first 
place, it is as well perhaps for us to remember that itis not an 
emulsion, it is a suspension of iodoform in whatever vehicle 
you choose, but itis not anemulsion Iam disappointed in 
the treatment. I have had a series of cases at the Children’s 
Hospital which have been watched very carefully, the injec- 
tions have been made, and I have failed to see that they in 
any way affected the progress of the cases. In no instance 
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did it do the child any harm, but I do not think that it has 
made the recovery any more rapid, or that there has been 
any effect from it. 

2 tissue that has been infected by the bacillus tuberculosis 
is destroyed; it has to be removed, and the injection of 
iodoform will not postpone the removal of it. Nature will 
do that in those cases that do not suppurate, by the absorp- 
tion of the infectious tissues and their replacement by cica- 
trix. When suppuration takes place the rag mo 
thrives on the infected tissue, and.it is broken down and 
runs out through the sinus. I do not see how, when once it 
is firmly established, the injection of iodoform, even into 
the tissue itself can in any way facilitate that process. It 
might perhaps kill the bacillus tuberculosis, but then its 
effects are still therein the shape of tissue that was infected, 
and that, either potentially or actually is dead tissue. 

Dr. L. Scnuooiter, Iowa—The general tendency of Dr. 
Sherman’s paper was in favor of conservative treatment. 
In the treatment of hospital cases, and where the patients 
can be kept spostantly under the observation of the attend- 
ing surgeon, I grant that the statistics are better under that 
class of treatment than under the operative. In private 
practice, and in consultation work, both in your cities and 
country towns such as many surgeons are engaged in, I 
‘conceive that the difficulties of conservative treatment are 
in many cases insurmountable, and I am of the opinion that 
in the great wap: | of cases under these circumstances the 
operative system will give better results, and will save long 
suffering to the patient. Operative treatment, if effectual at 
all,effects a rapid amelioration and cure of the disease. Ten- 
tative treatment, conservative treatment, by injection of dif- 
ferent substances and by the application of mechanical appar- 
atus,isina majority of cases tedious, and in the class of 
cases to which I refer extremely unsatisfactory in my esti- 
mation. 

Dr. J. B. Eacieson, Washington—The gentleman has said 
exactly what I wished to say. I will simply add one word 
to what he has already said; that-the ability. of. the average 
practitioner, scattered about the country in isolated places, 
to try the conservative methods of treatment must certainly 
be limited always. I care not how thorough the discipline 
the person has ‘oot subjected to, if he is placed where he 
will see one of these cases once a year, or twice a year, or 
half a dozen times in a lifetime, his ability to handle them, 
from the conservative standpoint must be minimized, to say 
the least. Hence I say that the dealing with this class of 
cases must be looked at from the standpoint of the operation 
done under those circumstances, and if dealt with from that 
standpoint, then I say that the necessity for early interfer- 
ence is all-important. It is little less than criminal, it is 
cruel to watch the progress of a case for months and months, 
and perhaps for years, with the promise that at some time 

ou will interfere to give possible relief by operation. I 
Galiere that an early operation in these cases is the resort of 
such persons under such circumstances. I believe that can 
not be emphasized too strongly. 

Dr. Kurz, California—It is too late to enter into any 
close discussion on this subject. I simply want to direct 
your attention to two points. In the first place it seemed 
to me that there was a discrepancy in the papers in regard 
to early diagnosis. Perhaps it is trifling, but I think it is of 
considerable importance. The first reader, I believe Dr. 
Judson, of New York, pointed out nat we have, ag a first 
symptom, pain. I think that is certainly incorrect, accord- 
ing to my experience and Leagg tory to my study. It is not 
the pain that first appears, but it is lameness, and that 
should be well ‘remembered, for it is of very great impor- 
tance. A child will drag his leg, it will slightly limp and 
that limp of the patient with hip disease is very character- 
istic; he drags the whole leg, not one part as in other dis- 
eases, and if you examine that, you will find neither pain 
nor limited motion, but you have that peculiar dragging 
limp, probably for a month or two months before the subse- 
quent symptoms, the pain sets in. The same reader also 
made the remark that we should be perfectly satisfied in 
preliminary diagnosis before instituting treatment. Really, 
if we want to wait for the pain that he points out as bein 
the first symptom, I think it will be too late. We shoul 
rather make a mistake on the safe side and put our patient 
in bed with his lameness for a week, or a month, or six 
weeks, or even more, and see if we can not overcome that 
condition. If we put a child unnecessarily in bed for a 
month or two months what does it matter? He will not suf- 
fer from it. Sol my begin the treatment as soon as you 
notice his dragging limp. Dr. Sayre in his very able paper 


eemed to lay great emphasis on the absolute rest cure in 


cases of spinal disease; he lays great stress, I say, on the 
absolute rest cure. This would be the ideal means of treat- 
ment; to } pone your patient on a hard bed, as he says, or 
board, and keep him there, with or without a bed. I say if 
we once put a child on a hard bed, with extension, we 
need no apparatus at all. We all agree that it takes from 
two to four or six years to cure any of those cases of Pott’s 
disease, or coccyxitis, or any tubercular disease of the joint, 
with the exception of the smaller joi t.. So I say-it israther 
a risky a to'lay a child on his back that long. Give that 
child a comfortable splint, give him a Bostwick splint, or 
some modification of it, and you will have fully as good re- 
sults. Thatis my experience. I prefer a living slightly de- 
formed child to a straight dead one. 

Dr. Lyon, Conn.—It seems to me that this case, (refer- 
ring to the case exhibited by Dr. Meyer) is proper to illus- 
trate the subject before us, andI wish to make one remark in 
reference to it. He tells me that he was injured eleven 
years ago by the crushing of this elbow joint. He has now 
a well-nigh useless arm, but he has a valuable forearm and 
hand if he could make it available. Now if that elbow joint 
had been taken out, two to four inches of it, he would have 
had, not a useful forearm and hand, but he would have had 
a useful arm. That interference with the nutrition of the 
arm made it a proper site for the infection of other diseases. 
He has now a wasted arm, but if that had been taken out, I 
venture to say, from two to four inches, and allowed the 
bone to come together, this lad would have had a useful 
forearm and hand. 

Dr. Meyer.—I wish to say that this case was under my 
treatment only since June, 1890; that I had nothing to do 
with the primary injury, as eleven years ago I never 
thought of the study of medicine even. I only take this 
case to illustrate what can be done by combining the tréat- 
ment by constriction in operative cases, and showing what 
can be done in a comparatively short time, in six weeks after 
the operation was closed. He was very much emaciated 
then, but:is now better in that respect, and I intend to make 
a typical resection of the elbow joint, trying to get a mova- 
ble elbow. Eleven years ago I did not have this case. 

Dr. THomas, Pa.—With y soe to the statement that pain 
is not the first symptom of disease of the joint, I think that 
the child who is too small to let us know the fact that he 
has pain will limp; that very limp is an indubitable sign of 
pain; it can’t be otherwise. 

Dr. Grorce F, Snizts, San Francisco—Apropos of this 
point concerning pain, I think that this word, pain, is 
merely a word to express an idea, No matter what we call 
it, a feeling of weakness in the bone, carrying to the indi- 
vidual the idea that it is not strong — to support the 
body, will cause him to limp to save that bone. If the indi- 
vidual feels that there is a weakness in that joint andthat _ 


‘he-must protect it in such a way as to relieve it, and there- 


by causing a limp, I think it is a very small matter to argue 
pe hear whether it isa limp or a pain. It is certainly some- 
thing by which the patient is made aware of the fact there 
is a weakness in that joint and that it has to be protected 
by walking in a particular manner, which produces what 
we call a limp. 

Dr. R. H. Sayre, New York—There are one or two points 
that have been made to-day which I would like to dwell on. 
I fully indorse the remarks of Dr. Shiels, and also in that 
connection I would like to say that when Dr. Rixford ,says 
he does not get pain in these cases it is probably because he 
does not cause sufficient pain in the child for the child to 
ery out and complain. The truth, however, is that it has a 
little spasm of the muscles, that there is a twitching of 
these muscles under his hand, as he moves his hand up and 
down ; however the child may say it does not hurt. You 
will find sometimes these children say it does not hurt, 
while they cry. Very often they are too little to under- 
stand enough of your language to express their feelings 
properly, and you must be guided by their faces and see if 
they express sensitiveness in the ores and mouth ; then they 
have pain, although they very likely tell us they have no 
pain. And Dr. Shiels is perfectly right when he says that 
the involuntary protection to the joint which the child gives 
by its limp, by its little muscular spasm is a symptom that 
it has pain. I think that to avoid the ag Hye of treat- 
ment till the child has a marked limp, bas deformity, a 
hump in its back which makes you positive that your diag- 
nosis is correct, is a distinct mistake. If you wait until that 
time you will never get an absolutely good result in your 
treatment. You have passed the time. You might as well 
expect a man who has a little hacking cough in the morn- 
ing, who has slightly elevated temperature, who gives a 
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little bronchial breathing in the upper part of his lung, to 
wait until he has a large hemorrhage in his pulmonary cay- 
ity, and expect to cure him of Lis consumption, as to wait 
until this child has a hump in his back and a limp, rather 
than confine him for a few weeks at the beginning, for fear 
it may prove ultimately to have been unnecessary. Some- 
times pain is due to an involvement of the cartilage. In 
many cases we have a marked presence of the disease before 
there is acute pain. Unless there ia an abscess forming or 
the cartilage is involved, very often there is a distinct dis- 
ease before there is alarming pain. But a little pain is 
what we want to find. We want to be able to take this 
thing in its incipiency, 

In regard to these statistics which Dr. Sherman read, that 
no case recovers which is over 40 years of age, that I know 
to be a distinct mistake. I have seen cases of tuberculosis 
over 40 years of age which have recovered. I know of a 
number of cases in my father’s practice, and several in my 
own, where the patients were over 40 at the time of their 
first symptoms. and they have gotten well, or, at any rate, 
they have lived ina comparatively good state of health, 
well to allappearances for varying periods until they died 
of old age later on. 

The mechanical] list of which the Doctor speaks as a neces- 
sary consequence of removal of the head of the femur, I do 
not think is always present. It depends upon how much 
bone is regenerated after the removal of the head and neck 
of the femur. It does not always follow because you have 
removed a couple of inches of bone that you have a couple 
of inches of shortening. If the cavity is packed and the 

eriosteum left open, there is very often a large amount of 
ne regenerated, and it may be sufficient in character and 
sufficient in size to prevent the limp. I think the cases Dr. 
Sherman showed here are remarkably good, but I think it is 
not always a fact that we have a limp after the removal of 
the neck of the femur. I have seen one or two cases where 
that limp was not sega and where there was a very little 
amount of shortening, although extensive bone removal had 
been practiced. j 

In regard to the gentleman who remarked that he pre- 
ferred a living deformed child, crooked, to a straight dead 
one, I would also, but I do not think that to confine a child 
to acomfortable cuirass or keeping it in bed for even two 

ears, or more is going to be necessarily followed by death. 

e see that the Indians carried their children around on a 
board in the way I have suggested when they are small, and 
there are a great many Indians in the world yet. And the 
fact that a child has an inflamed spine, and is six months 
or a year old, I think is a very g indication for putting 
that child in bed, in a little portable bed, and keeping it at 
rest. The point I made was that a little child who had an 
insufficient pelvis on which to get a basis of support, to put 
his spine at rest ought to be treated in a recumbent posi- 
tion. Ifthey are big enough to run around, all right. But 
I see lots of children fastened up in apparatus which is sim- 
ply hung on their shoulders, and they have to lug around 
that weight in addition to their body and bones. If these 
children were put in bed they could be transported by their 
parents, and when they get beiter they can put in appa- 
ratus. 

One gentleman has said that in country practice it is not 
to practice conservative surgery. The object I 

ad in my paper was to show that apparatus and the instru- 
ment-maker were not necessary always to the practice of 
conservative surgery in treatment of joint diseases. If you 
should put the joint at rest by your own intelligence and 
the work of a blacksmith, carrying out the principle which 
I treat and lay down in my paper, by such means as you 
may have in your bureau, plaster-of-paris and so on, and 
even resort to the blacksmith’s shop for apparatus, I think 
that you can in any part of the country get a good result in 
these cases, if you will attend to the diagnosis and take the 
abscess before it has made vast strides. There is no doubt 
that in our large centers we have a great many opportu- 
nities which the men in the country towns do, not have, 
but to say that these cases must be subjected to early 
treatment with the knife because they have tuberculosis is 
in my judgment a great mistake. 


The papers of Dr. James T. Jelks, of Hot Springs, Arkan- 
sas, on “The Causation and Prevention of Hernia;” of Dr. L. 
Emory Lanphear, Kansas City, Mo., of Dr. C. M. Fenn, San 
Diego, Cal., on the “Management of Reducible Hernia”; of 
Dr. James D. Eagleson, Seattle, Wash.,on “The Treatment 
of Irreducible Hernia,” were read by title and referred for 
publication. 


REDUCIBLE HERNIA. 


Read in the Section on Surgery and Anatomy at the Forty-fifth Annual 
Meeting of the American Medical Association, held at 


San Francisco, June 5-8, 1804. 
BY C. M. FENN, M.D. 
SAN DIEGO, CAL. 

In response to the courteous invitation of our 
Chairman, I have recently been endeavoring to recall 
the number of times the errant gut has yielded to 
my manipulations, and the modus in quo. The record 
enumerates thirty-five reductions since 1865, most of 
them implicating the inguinal region, and appar- 
ently confirming the statement that 80 per cent. of 
hernias affect that site. It appears further, in com- 
parison with Dr. Dallas’ estimate of 3,500,000 cases 
of hernia in this country alone, that the writer has 
measurably exceeded the ratio to each practicing 
physician. So large a number of successful replace- 
ments, some of them following the failure of other 
measures, may seem to warrant a brief consideration. 
of the method of procedure; and asI may not right- 
fully invade the domain of those who have been del- 
egated to speak to you of the etiology, pathology and 
surgery of ruptures, my remarks will be confined to. 
the technique of reducible hernia. Not a few of the 
intestinal aberrations noted, occurred in the person 
of the same individual who, though for more than 
forty years a victim to those serious types of hernia. 
known as left, oblique, incomplete, inguinal and 
right scrotal, attained the Tipe old age of 79 years. 
We shall refer to his interesting case further on. 

At the.inception of this discussion, I venture the: 
assertion that hernias: are not merely mechanical dis- 
placements of the intestine, but often simulate neu-- 
roses, which strangely enough are not limited to the 
ruptured patient. The latter, if a novice in hernial 
accidents, or if his unaided efforts have failed to- 
placate his ancient enemy, is frequently overwhelmed 
with fear of strangulation and impending death. His. 
dyspeptic, flatulent and neurotic habit, added to the. 
emotional excitement of such occasions, causes a. 
rapid accumulation of flatus, which in local excess. 
arrests normal peristalsis, and with the concomitant. 
paralysis of the gut, presents one of the obstacles to- 
its restoration. Hence, also, constipation due to. 
paralyzing effects upon the visceral nerves. This, 
you are aware, may often follow incarceration of the- 
omentum alone, of the appendix, or of a small 
knuckle of the bowel, and in the entire absence of 
any contraction of caliber or impediment within the- 
canal. Furthermore, as showing the assistance dur- 
ing taxis to be derived from intestinal motion, to- 
which we shall refer further.on,a recent writer ' sug- 
gests utilizing the cough, which sometimes produces. 
the rupture—an application possibly of the Latin 
aphorism, “Capilla ejusdem canis”—the hair of the 
dog cures the bite. The enterocele, also, is often 
typical of the condition within the abdominal cavity,. 
becoming “smaller after fasting and the use of pur- 
gatives, and larger when the tube is distended with 
food, gas or fecal matter,” and hence presents one of 
the indications for treatment. 

And how shall I describe the anomalous symp- 
toms of the medical attendant who, at the outset of 
his career, if not always, seems to approach such cases 
with illy-disguised trepidation, his brain filled with 
phantasms of adherent and necrotic tissues, of ab- 
normal epigastric arteries, and other pathologic phe- 
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nomena, Twixt hope and fear that the knife may 
be required, and scarcely permitting his client to dis- 
robe, much less assume a proper attitude for taxis, 
he seizes the rupture with both hands and attempts 
to reduce it en masse. Or later, summoning counsel 
and with the aid of chloroform or opium narcosis, he 
renews the ineffectual contest, unmindful of the fact 
that ruptures, like swine, never yield to force. 

Protesting, therefore, against undue haste as un- 
necessary, in view of any immediate or serious path- 
ologic changes, and ignoring all forms of narcosis 
because of its paralyzing effect on the bowel, I ad- 
vise, first, removal of all apparel except the shirts. 
To lay aside the coat merely, or drop the trousers is 
not sufficient. The patient, now so far free from 
restraint and on his back, is ready for the examina- 
tion of hernia and abdomen, and this, by the way, 
should be accompanied with words of encouragement 
and instructions as to respiration, no degree of anes- 
thesia during taxis being an adequate substitute 
therefor. If constipation is present and the intestine 
is still distended with feces and flatus, a laxative 
enema with carminatives is indicated. Should none 
of these things be found to complicate the situation, 
invert a chair, as the most convenient substitute for 
an inclined plane, cover it with a quilt and elevate 
the patient’s hips as high upon its back as possible, 
resting his flexed limbs and inverted extremities on 
one of the rounds or better still in the hands of an 
assistant. If there is much tenderness at the hernial 
site, or other evidences of congestion or constriction, 
it may be advisable to employ, topically, sulphuric 
ether or iced or hot flannels. The latter are to be 
preferred especially for elderly persons, and are best 
eee in a colander placed over boiling water. 

hen the abdominal viscera manifest a disposition 
to gravitate toward the thorax, which may be learned 
from sound, sight, etc., the opportune moment for 
the taxis has arrived. I need not dwell on this lat- 
ter procedure further than to enjoin the utmost gen- 
tleness, and to remark that while one hand exerts a 
compressive vis-a-tergo force upon the head of the 
hernia, the other is engaged in urging the gut piece- 
meal, so to speak, through the ring. Theentire man- 
ipulation is a species of tactus eruditis which should 
be cultivated with every opportunity. 

Though this attention to details is not always 
required and may seem unimportant, it undoubtedly 
contributes to success. 

With a few cases from my note-book, I submit the 
subject for your discussion : | 

Case 1, having an inguinal weakness of long standing, had 
taken temporary possession of a hotel bed, hoping to reduce 
his rupture and withdraw unseen. He was, however, dis- 
covered in a helpless condition by the landlady and medical 
assistance summoned. Failing to accomplish the object, the 
latter called in one consultant after another, until four were 
inattendance. After many delays, owing partly to the pa- 
tient’s forced change of lodgings, the hernia was pronounced 
strangulated and a surgical operation determined upon. At 
this juncture, the evening of the fourth day, the sufferer was 
transferred to the hospital under my service, some three 
miles from the city. I went out on the following morning, 
the fifth day after the accident, expecting to operate under 
difficulties, but finding his condition somewhat ameliorated 
it was decided to make one attempt by taxis. During my 
temporary absence he was to have a light breakfast, followed 
by a clyster containing turpentine and assafetida; then to 
be placed upon the back of an inverted chair and have ether 
applied to the rupture. Upon my return the hernial tumor, 
though larger than the closed hand, promptly responded to 


the procedure described. Patient was discharged on the fol- 
lowing day 


Case 2—The octogenarian’s case, already briefly referred 
to, on one occasion assumed a spe se oe phase, which I 
venture to narrate. Advancing years had now added loss of 
vision to other infirmities. hile on the street one day, the 
hernia came out, necessitating his removal into the nearest 
house. Messengers were dispatched for his regular medical 
attendant, but in my protracted absence two other medical 
gentlemen were summoned, with q result which the patient’s 
own words may in part describe. Upon my arrival later, I 
found him alone and on the floor, his tear-filled eyes and 
voice betokening great suffering. The hernia was larger 
than a cocoa-nut and more sensitive than at any previous 
period, yet it readily yielded to the position, and taxis al-, 
ready described. As he arose from the chair he exclaimed: 
“Tm = you came at last, for those fellows, after sticking 
a needle into me, tried to push my rupture back with both 
hands, and couldn’t do it.” At the same time he handed me 
a note, left by my predecessors, and reading: “We would ad- 
vise the family physician to apply ether when he comes.” 

The somewhat remarkable legal sequence came two 
months later, in the guise of an $80 law-suit—for 
services in operating upon a strangulated hernia! 
The issue was joined, and a number of expert wit- 
nesses promptly responded to the hypothetical ques- 
tion, How much is it worth to operate upon a strang- 
ulated hernia? “From $50 to $200.” The plaintiffs, 
who had pooled their claims, were awarded $60 and 
costs, the jury evidently congratulating the defend- 
ant that the maximum fee had not been demanded. 
The history of the case, besides illustrating the faulty 
methods referred to, recalls the student’s definition 
of a crab. viz: “An animal that always walks back- 
wards.” “Correct,” quoth the Professor; “with the 
trifling exception that the Crustacea are not animals 
and never walk backwards.” 

Evidently the hernia was at this time neither 
strangulated nor had an operation (?) been per- 
formed. 


TREATMENT OF IRREDUCIBLE HERNIA. 


Read in the Section on Surgery and Anatomy at the Forty-fifth Annual 
Meeting of the American Medical Association, held at San Fran- 
cisco, June 5-8, 1894, 


BY J. B. EAGLESON, M.D. 
SEATTLE, WASHINGTON. 

On looking up the literature at my command on 
the subject assigned me by the Chairman of our Sec- 
tion, I find that nearly all authors of surgical works 
have been content. to pass it by with very few words. 

A hernia is said to be irreducible when, while the 
circulation of the contained parts is not impaired or 
the passage of the feces obstructed, the contents of 
the sac can not be returned into the abdominal cav- 
ity. This form of hernia is usually of long standing 
and of quite large size. It may have one or more of 
several causes, which have been divided into the fol- 
lowing general classes, viz., those depending on the 
shape of the contents of the sac; those depending 
on the existence of adhesions; and those depending 
on the condition of the sac itself. 

There is nearly always more or less omentum in 
the sac, in addition to the intestine which, from neg- 
lect in allowing it to go unreduced for a long time, 
assumes a pedunculated form with the enlarged por- 
tion occupying the sac in such manner that it can 
not be pushed back through the neck of the sac into 
the abdominal cavity. The intestine can frequently 
be reduced while the omental contents remain. 
Occasionally the intestine itself, or its mesentery, 
may become thickened in the sac while the portion 
surrounded by the neck may become contracted, 
thereby preventing its reduction. : 

The presence of other abdominal organs, such as 
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the cecum, bladder, ovaries, uterus, liver or spleen 
in the sac usually make reduction impossible. 
Adhesions may form between the omentum and the 
intestine, or between either of them and the wall of 
the sac, thus preventing the return of the tumor. 
There may be a thickening or a folding of the 
neck of the sac, or the surrounding tissues may com- 
press the neck in such manner as to interfere with 
reduction. In old cases, especially where a large 
portion of the bowel or some of the large solid organs 
have remained in the sac for a long time, the abdom- 
inal cavity may be found in such a contracted state 
as to preclude their return to their former positions. 
‘An irreducible hernia, if neglected, usually has a 
tendency to keep on increasing until such an enor- 
mous size is sometimes reached as to make the patient 
totally unfit for any: manual labor. Irreducible 
hernie of either the inguinal, femoral, umbilical or 
ventral type are, from their exposed condition, very 
liable to injury from external violence, and may 
-very easily become: incarcerated: or strangulated. 
‘Inflammation of the sac may extend upward and set 
up a general peritonitis. : 
Those affeeted with this form of hernia are usual! 
subject to some derangement of the digestive organs, 
such as indigestion, eructations, nausea, flatulence, 
colicky pains and constipation; besides they suffer 
‘from the great inconvenience of its bulk and weight 
as it gradually increases, causing an unpleasant sen- 
sation of dragging pains. 
: | TREATMENT. 


In the treatment of irreducible hernia, Prof. Gross 
presented three prominent indications which must be 
‘met: “1, to render the affection, if possible, reduci- 
ble; 2, where this can not be done, to prevent its in- 
crease; and, 3, to palliate the suffering caused by 
the confined and compressed condition of the dis- 
placed parts.” To these must be added the modern 
radical cure operation. In all cases the treatment 
should be guided by the age and condition of the 
patient, and also the size and nature of the hernia, 

In fulfilling the first indication, all the cireum- 
stances of the case must be taken into consideration. 
The probability of the hernia being changed into a 
reducible one will depend principally on the size and 
age of the tumor. All other conditions being equal, 
a small tumor will be more easily reduced than a 
large one, and one of recent date than one of long 
standing, in which adhesions have had time to form, 
and the tissues to become altered in character and 
the normal relation of the organs changed. Mr. 
Bransby Cooper recommended a method which has 
also been successful in some cases in the hands of 
many other surgeons. His plan is to keep the pa- 
tient on his back in bed for several weeks—from six 
to ten—on a low diet, devoid of all fatty and starchy 
articles of food, with total abstinence from all alco- 
holic drinks. The bowels should be moved by an 
active purgative once in six or eight days witha view 
to aid in the absorption of the thickened omentum 
“and also to increase the peristalsis in the protruded 
bowel. Iodid of potash and mercurial preparations 
should be administered for their absorbent effect. 
Ice is kept constantly on the tumor. Taxis should 
be employed at frequent intervals. The late Prof. 
Agnew recommended constant compression by the 
application of a bag of small shot over the tumor. 
Repeated venesection has been recommended by 
some authors. 


This plan of treatment is so tedious and annoying 
that many patients will not submit to it, as success 
very seldom follows its trial. Maisonneuve and 
others have been successful in some cases by elastic 
pressure applied by the means of an india rubber 
bandage or bag. In cases where the obstruction to 
the reduction was caused by a contraction of the 
neck of the sac, or a small band, the subcutaneous 
division of the constricting part by a small puncture 
in the skin, through which was inserted a grooved 
director and a small bistoury, has been done by 
Velpeau, Bouchut, Guerin, Pancoast and R. W. John- 
son, of Baltimore. The latter devised an ingenious 
probe-knife with a concealed blade for this purpose. 
This is a dangerous procedure and can not be success- 
ful, except in cases where there are no adhesions of 
any kind to retain the contents of the sac. 

When it is impossihle to reduce the hernia by 
any of these methods, or it is not considered advis- 
able to attempt a reduction, the tumor must be sup- 
ported in such manner as to prevent its increase and, 
at the same time, protect it from external violence. 
In cases where the tumor is small, the best appliance 
will be an ordinary spring or elastic truss fitted with 
a concave pad to fit the tumor. This may be made 
of metal, gutta-percha, wood or heavy sole-leather, 
so long as the hollow is lined with chamois er soft 
leather, and properly padded to prevent too firm 
pressure on the tumor. When the tumor presents a 
peculiar shape or outline, Mr. Bryant has construeted 
a successful pad of metal molded on a cast: taken 
from the tumor when at its smallest size. When the 
hernia becomes too large to be supported by a hollow 
truss, the best device will probably bea strong elastic 
suspensory bag, especially in the scrotal variety. A 
form of bag-truss made.to lace up on the sides, and a 
cup made of soft leather supported by a metal rim 
have also been used. 

In the present day of aseptic surgery, the reduc- 
tion of an irreducible hernia can be most success- 
fully accomplished by performing the operatien for 
a radical cure. Under strictly aseptic conditions 
and surroundings, open up the hernial sac and 
carefully dissect loose all existing adhesions, tie off 
all the superabundant omentum contained in the 
sac, which may be so changed as to render it unfit 
to again occupy the abdominal cavity, with steril- 
ized catgut, and after checking all hemorrhage re- 
sulting from the freeing of adhesions, return the 
protruded bowel, enlarging the neck of the sac or 
the abdominal ring if necessary to accomplish this 
easily. The operation for closing the internal ring 
and restoring the inguinal canal, or making a new 
one can now be performed by any of the popular 
methods which will be fully described by the papers 
on the radical cure of hernia. 

In cases where the hernia is very large, and the 
patient is quite fleshy, it is advisable to keep him 
in bed on a low non-fat producing diet for two or 
three weeks, preparatory to the operation. Where 
the abdominal ring is very large, some authorities 
advise the removal of the testicle and cord on the 
affected side, in order to make the radical cure more 
certain. In old and fleshy or very much debilitated 
persons the operation should not be undertaken 
rashly, for there is always great danger in operating 
on such cases. 

Where the operation is not considered advisable 
on account of the age or condition of the patient, 
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or is refused by him, the tumor must be. sustained 
by means of a hollow truss, elastic suspensory or 
other appliance for its support. 

In these cases where for some reason the hernia 
can not be reduced, a course of treatment should be 
instituted to relieve the derangement of the alimen- 
tary canal] resulting therefrom. This will be best 
accomplished by strict attention to the diet and 
bowels. The food should be plain, simple, concen- 
trated and easily digested. Articles of. diet likel 
to produce acidity or flatulence should be avoided. 
The bowels should be kept in a soluble condition 
by mild laxatives. The general health of the pa- 
tient should be sustained to the highest degree pos- 
sible, and he should be made: to realize- that “he 
carries with him a constant source of danger, and 
that any indiscretion in eating, or external violence, 
may lead to obstructidn*or strangulation: 


TREATMENT OF STRANGULATED HERNIA. 


Read in the Section on Surgery and Anatomy at the Forty-fifth Annual 
Meeting of the American Medical Association, held at San 
Francisco, June 5-8, 1894, 


CINCINNATI, 

“If you see a gam pops hernia in the day, reduce it 
before the fall of night; ifin the night, let not the rising 
sun witness its presence.”—Stromeyer. 

It is almost a truism that a strangulated hernia, if 
unrelieved, means death. In an experience of seven- 
teen years, I have seen, with Dr. Richards, one case 
of umbilical hernia recover without operation after 
the formation of an artificial anus. It is almost 
equally true that if the strangulation is relieved 
early, recovery is the rule that ought to admit of few 
if any exceptions. The fatal cases of to-day are 
those of septic peritonitis, of gangrene, of contusion, 
paresis, and.in the 21 
sible exception of the last named, these fatal condi- 
tions are directly ascribable to delay in interference. 
Fortunately this must be oftenest charged to the 
neglect of the patient, but the cases are not a few in 
which, from insufficient examination or a doubtful 
diagnosis, the limit of safety is permitted to pass. 
The salient feature in the treatment of strangulation 
is the diagnosis. With that established the cotirse 
is reasonably clear. I may be pardoned, therefore, 
for briefly touching on some of the points which 
seem of special importance. Given the following 
complex of symptoms, an irreducible tumor, hard 
and free of impulse in the side of the hernial aper- 
tures, accompanied by abdominal pain, obstipation, 
nausea and continuous vomiting, the diagnosis is 
indisputable. It is in the absence of or ill-pro- 
nounced development of one or many of these phe- 
nomena that the cause for doubt must be sought. 
The physical evidences of the hernia are often defec- 
tive. The tumor may be small, too small to make a 
perceptible tumor, and palpable only in the depth of 
its canal. In the presence of a loose or irreducible 
hernia on the opposite side, the real seat of the 
strangulation is easily overlooked. Where a large 
and a small tumor are present, the probabilities of 
strangulation are ceteris paribus, greater in the smaller 
one. Furthermore it may be said that, inversely to 
the size of the hernia, are the acuteness of develop- 
ment and the severity of the symptoms. 

The absence of communication between hernial sac 


aged, pneumonia. ~With-the-pes=| 


and peritoneal cavity, as shown by the suppression of 
impulse and irreducibility, is an infallible evidence 
of strangulation if the constriction is at the neck of 
the sac. In large hernias, strangulation by hands 
within the sac is common, in which cases there will 
be an impulse and the hernia may be partly reduci- 
ble. In a specimen presented to the AssocIaTION 
two years ago—which I was enabled to present-— 
through misinterpretation of these data, perforation 
within the sac had taken place by pressure from a 
Meckel’s diverticulum. 

Torsion of a loop within the sac, occlusion within 
a diverticulum, of the sac, acute inflammation as of 
the appendix may occur without the suppression. of 
abdominal impulse,'and without increase of- tension 
in the totality of the hernial protrusion. To an ex- 
perienced surgeon, increased tension is a most im- . 
of -stfangulation.. Through gaseous 
distension of the intestine and serous transudation 
within the sac, a hernia after two days’ strangula- 
tion may resemble a cystic tumor in its hardness 
and elasticity. The detection of a pedicle deep in an 
abdominal orifice, may avert an error. A subperi- 
toneal lipoma or a cyst may conceal the hernia and 
complicate the diagnosis. Inflamed and retained 
testicles, and deep-seated lymphatic glands have 
been mistaken for strangulated hernia. The error is 
trivial. To err in the other direction has often 
proved fatal. 

The symptom which in my judgment is most cal- 
culated to deceive is that of pain. Until adhesions 
form about the neck of the sac or within it, or unless 
manual efforts at reduction have been made, a 
strangulated hernia produces little or no pain at the 
site of the tumor. If present, it is overshadowed by 
the colicky pains of obstruction and the dragging 
pain of a fixed omentum or intestinal loop. It is 
felt chiefly in the umbilical region. Until the extra- 
peritoneal soft parte are invelved-in.the inflamma: - 
tory processes, a strangulated hernia is not very 
tender, except over the line of constriction. Within 
a.year I have seen... patient..treated -for -intestinal 
colic for three days. A small femoral hernia was 
overlooked. Three days later, an operation revealed 
a gangrenous hernia and septic peritonitis. 

Nearly every strangulated hernia is obstructed. 
Therefore vomiting and obstipation are capital 
symptoms. They are not pathognomonic. In acute 
cases, vomiting is an initial symptom. It is copious, 
recurs at short intervals, and may in foudroyante 
cases, within twenty-four hours change to regurgita- 
tion of feculoid or fecal matter, with persistent hic- 
cough. Such vomiting can not be mistaken. But 
even in acute cases the vomiting may be limited to 
one or two seizures in the twenty-four hours. Such 
vomiting, associated with diminished renal secretion 
and albuminuria, may readily be mistaken for that 
of uremia. Quite recently I saw a case of this 
nature with Dr. Hoppe. The diagnosis was further 
obscured by pregnancy. Vomiting did not supervene 
until the fourth day. The operation revealed a 
small knuckle of intestine concealed behind an ad- 
herent omentum. Opposite Gimbernat’s ligament it 
had become gangrenous. 

Obstipation is the rule in strangulated hernia. 
Lavage may remove the contents of the lower bowel. 
After that the intestine is impervious. The cases 
are very rare in which strangulation involves the 
omentum alone. Such a case I reported two years 
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ago. In the beginning the intestinal current may 
not be interfered with. With continued fixation of 
the gut, it soon becomes impermeable. This applies 
to strangulation of the appendix caught in a hernia, 
of which a number of cases have been recently re- 
ported, and to that form of hernia in which only a 
part of the circumference of the gut is involved. 

There are yet other cases of hernial obstruction in 
which the diagnosis can not be made in one or two 
days. They occur in the large irreducible scrotal 
hernias of the aged. There are present retardation 
only of the onflow of the intestinal contents, slight 
colicky pain, little or no vomiting, recurrent consti- 

ation. Gradually the bowel is distended to a point 

yond which the rings. can. not be made.to-yield. 
Then ensues strangulation as in the acute cages. 
One or two weeks may pass before the latter makes 

Notwithstanding all that has preceded, cases will 
occur in which doubt can not be dissipated. The 
prudent and wise surgeon will deal with all these as 
cases of strangulation. 

In a brief paper on the treatment of strangulated 
hernia, only two methods can claim consideration: 
1, taxis; 2, operative interference. 


TAXIS. 


~~ As surgery has progressively sought the light for 
its manipulations, and learned the value of larger 
open wounds, the usefulness of taxis has become re- 
stricted. The indications for taxis are few; the 
contra-indications many. I have long believed that 
the future of hernia patients would be bettered, if taxis 
could be altogether stricken from surgical technique. 
This statement is made with the full understand- 
ing that the mortality of reduction by taxis has been 
= at from 4 to 8 per cent. (Bryant, Tscherning. ) 

o statistics can be obtained of cases in which an 
unsuccegsful. taxis followed by,kelotomy.., Taxis 
should be salsialed te the subacute obstructions of 
old hernias. The smaller the hernia and the acuter 
the symptoms, the less is taxis indicated; never in 
these cases after the first twenty-four hours of stran- 
gulation. 

The bowel may be irreparably damaged before this, 
but not often. Gangrene may be present without 
the usual evidences thereof, such as local edema and 
redness, great tympanites, rapid and feeble pulse, 
albuminuria. To consider the absence of any or all 
of these symptoms as indication for taxis, means 
enlarging the mortality from strangulated hernia. 

Should the effort at taxis be successful which, per- 
haps fortunately, in the class of cases under consid- 
eration it rarely can be, it is so at the risk of return- 
ing to the abdominal cavity a loop of intestine doubt- 
ful as to viability, or with adherent limbs, and a 
hernial fluid ready to infect the peritoneum. Every 
effort at taxis is a contusion of the strangulated 
intestine. The blood-tinged hernial fluid is an evi- 
dence thereof. In intra-abdominal strangulation it 
is never encountered. Rents of the peritoneal coat 
of the distended intestine, the dread of the surgeon 
in laparotomy for obstruction, are none the less likely 
to occur because the bowel is manipulated under the 
soft parts and through the medium of a water-pad. 

When reduction by taxis is indicated, it should be 
done under full anesthesia. The absolute relaxation 
thereby obtained is doubtless responsible for many 
of the successes of taxis. A time limit to the man- 


ipulation has been given by many. Two unskilled 
hands can do more harm with taxis in twenty seconds 
than a careful operator will do in twenty minutes. 
Forced taxis is an abomination which has been ex- 
punged from surgical practice. It has been my for- 
tune to see but one case of reduction en masse. The 
efforts of taxis should be gentle, continuous, and 
gradually increasing in force. Lateral pressure and 
gentle traction upon the neck of the sac 8 ju by 
straightening the bend of the gut at the point of con- 
striction, open a passage for the escape of its contents 
and thus be the immediate precursor of a reduction. 
Taxis should be resorted to but once. When it 
fails, herniotomy can not be too soon performed. 


KELOTOMY. 

An operation for strangulation is, per se, not dan- 
gerous. The measure of its gravity is formulated, by 
the condition of the parts‘and of the patient at the 
time of operation. I have had thirty-seven opera- 
tions for strangulated hernia, in every case but one. 
Of these, six ended in death, two from gangrene and 
peritonitis, one from pneumonia in a man of 70, one ° 
from heart failure in a woman with aortic regurgi- 
tation, and one through an error in judgment in add- 
ing the radical to the relief operation in a large 
scrotal hernia. In the sixth case, laparotomy was 
performed for reduction en masse. The intestine, 
which seemed viable at the time of operation by 
lamplight, gave way onthe fifth day. With my pres- 
ent knowledge the deaths from heart failure and 
pneumonia might have been averted, by substituting 
cocain for general anesthesia, since in neither patient 
could it have been a question of radical operation. In 
a case recently seen with Dr. Topmiller, I made the 
relief operation, removing a mass of omentum the 
size of a walnut, and returned the intestine without 
inflicting enough suffering to elicita moan. The pa- 
tient was 68 years of age and the subject of cardiac 
asthma. 

From the foregoing limited experience, the conclu- 
sion is justified that in an otherwise healthy individ- 
ual, death does not follow herniotomy, except as a 
consequence of grave changes in the hernial contents 
or within the abdominal cavity. The full statistics 
of Hagedorn of 170 operations fully bears out: this 
view. Itincludes cases treated between 1883 and 1890. 
The general mortality was 14 percent. The death 
rate was nil in cases in which the large intestine was 
involved; 48 per cent. in cases where the small in- 
testine and omentum were unchanged; from 22 to 
38 per cent. in cases where it was ecchymotic or 
suspected of gangrene. These results are a vast im- 
provement on those given by Benno Schmidt, Rose 
and authorities of Great Britain a few years before, 
according to which the mortality varied from 25 to 
48 per cent. Thus is negatived the view that the 
modern methods of wound treatment have not in- 
fluenced the mortality of operations for strangulated 
hernia. As operations are performed earlier, and 
larger experience improves the methods of dealing 
with the grave complications, the mortality will be 
doubtless still further reduced. 

OPERATION. 

Except in the hernias of infants and in the large 
hernias of the aged, and then only when the constric- 
tion is known to be at the neck of the sac, the incis- 
ion should be ample. An utter disregard of the 
anatomic tunics will facilitate procedures. There 
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must be no enucleation until the sac proper has been 
reached. To recoganize this will sometimes embar- 
rass an experienced operator. When thickened and 
covered by pendulous masses of fat it may greatly re- 
semble a partof thecolon. In acute hernias contain- 
ing considerable sanguinolent fluid, the resemblance 
to a discolored intestine is very great. The presence 
of ramifying vessels in the sac is distinguishing. So 
long as there is a doubt, it is quite certain that it is 
not the bowel which is exposed. In very rare cases 
there may be no sac under the line of incision, an 
uncovered portion of the large bowel or of the blad- 
der presenting. An exploratory opening such as 
would naturally be made into the sac as ordinarily 
found, would while elucidating the relations, be far 
from being a serious mishap, if it involved the bowel. 
Is the sac to be opened? This question has been 
affirmatively settled for all times, if not for all cases. 
In every case in which the radical operation is to 
be performed, in which there is the least doubt as to 
the site of the constriction or the condition of the 
_ hernial contents, and always before the constriction 
is relieved, the sac must be opened; the constricting 
ring to be divided from within. In the hernias of 
very young childrén, where the surroundings might 
make the aseptic courke uncertain, and in the large 
obstructed hernias of subacute course as seen in the 
aged in whom a confinement of two weeks might be 
serious, an external herniotomy is doubtless justifi- 
able. Although .[ have’ seen a number of ‘cagé§ in 
which it seemed applicable, I have never performed 
one, nor is it probable that I shall. An irrepressible 
anxiety to see the condition of the hernial contents 
impels me to what was known as the greater proced- 
ure of internal herniotomy. The division of the 
stricture is always a most delicate operation, in 
which the hernia knife of Cooper is almost indispens- 
able, the finger serving as a guide: Save in the very 
tightest strangulations, the intestines are readily 
displaced to permit the nicking at one or several 
points of the constricting band. To avert the dan- 
ger of wounding the intestine, the constriction can 
be divided from without. In inguinal hernia it is 
feasible. In femoral hernia it ought not to be prac- 
ticed, since it entails the division of the crural arch. 
The constriction relieved, the hernial contents 
often have a tendency at once to slip into the abdomi- 
nal cavity. This is to be prevented, for no intestine 
is to be returned until it has been thoroughly in- 
spected below, at, and for some distance beyond the 
line of constriction. In hernias which have been 
irreducible from adherent omentum, it may be diffi- 
cult fo find the strangulated intestine. Often it is 
small. in acase seen with Dr. Marcus, only a part 
of the circumference of the gut was found beneath 
the constriction. In not a few cases the intestine 
can not be properly exposed until the adherent and 
thickened omentum has been excised. Since, as a 
rule, it can not be returned, it might as well be radi- 
cally treated first as last. In dealing with the omen- 
tum, too much tissue should not be included in the 
ligature; this should be tightly drawn, care being 
taken that in the necessary manipulation the thin- 
walled veins are not torn. After thorough disinfec- 
tion, the omental stump should always be returned 
into the abdominal cavity and not be permitted to 
remain near or within the hernial ring. I have seen, 
with Dr. Forchheimer, one internal strangulation con- 
sequent on the fixation of an omentum to the inter- 


nal ring, after a radical cure had been effected by 
truss. Personal experiences I have not had with 
complications produced by the omental pedicle re- 
turned to the abdomen. Those interested in the 
subject will find them ably set forth in a recent 
paper by Dr. Bull. 

Hernias in which there is obstruction without 
strangulation are generally dry. The coils of intes- 
tine are reddened, covered often with fibrinous flakes, 
and often adherent to each other and to the sac wall. 
Such adhesions should always be severed, lest after 
reduction the obstruction continue. The greatest 
care is necessary in severing the adhesions which 
have formed within the neck of the sac. They must 
be looked upon as the barrier to peritoneal invasion 
from an ulcerated bowel. Even with the greatest 
care, a rent may be made here as the bowel is drawn 
into the wound. This accident happened to me dur- 
ing the winter, before my class. 7 pai 

There are few things more beautiful to. the surgi- 
cal eye than the fast changing colors of a tightly 
strangulated intestine, relieved of its constriction. 
Within a few minutes, dark brown or even black, in 
turn.becomes chocolate, purple, dark red, and pink 
before the intestine is normal. The contained gases 
pass on, the constriction groove becomes shallower 
and while you observe, peristalsis may be reéstab- 
lished. Such. an intestine can be returned with 
safety. Here twothings are to be remembered: | 1, 
it is as unsafe to return a distended gut to the abdo- 
men after herniotomy as after abdominal section; 
and 2, that false reductions can be made after an 
operation quite as easily as aftertaxis. The absence 
of the gut from diverticula of the sac, which may be 
present between the musculo- fascial planes or in front 
of the peritoneum, must be established by the finger 
within the belly cavity before the reduction of. the 
hernia can be said to be assured. With a free sever- 
ance of adhesions about the neck of the sac, a mass 
reduction is not possible after herniotomy. When 
complications such as these follow herniotomy or 
taxis, the opening of the abdomen is justifiable. In 
no ordinary strangulated hernia, however, is hernio- 
celiotomy a proper procedure. , 

Introduced as early as 1590 by Rosset and in 1723 
by Cheselden, this chimera was almost forgotten until 
Mr. Tait made an effort to revive it in a paper 
before the British Medical Association, in 1891. 
Possibly of service for the radical relief, for reasons 
almost obvious it can have no place among proced- 
ures for strangulated hernia. 

The most important question entering into the 
treatment of this subject is what to do with gan- 
grenous hernia. Shall the constricting ring be 
divided? The theory was long advocated, and recently 
again promoted by Banks, that the constriction ring 
should ordinarily not be divided in gangrenous her- 
nia, on the ground that it bars the development of 
general peritonitis. By the constriction the septic 
products of a hernia may be isolated for a time. 
But the peritonitis develops from within, and that 
without the direct implication of the intestine. In 
a case of gangrenous hernia which contained only 
omentum, seen with Dr. Tilton, of Kentucky, death 
resulted from general peritonitis. Just beyond the 
neck of the sac was the colon fixed by the adherent 
omentum, and its wall rendered paretic through 
traction, was unable to resist the passage through it 
of organisms fatal to the peritoneum. 
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Gangrene of the omentum is rare. Its safety is 
found in the ease with which it forms adhesions to 
the sac wall, through which it then receives its nutri- 
tion. The case alluded to is the only one I have 
seen. Benno Schmidt questions altogether the 
existence of primary strangulation of the omentum. 
Of Hagedorn’s 170 cases, gangrenous omentum was 
only once the sole occupant of the sac. Ihave found 
reports of two other cases: One from Heidelburg; 
the other of W. H. Bennett, of St. George’s Hospital. 
There is but one opinion as to the management of 
gangrenous omentum. Excision after ligation in 
healthy tissue, and return to the abdomen, generally 
ends in recovery unless peritonitis already exists. 
The three cases quoted all recovered, although in 
each the radical operation foray that for stran- 
gulation. . 

When gangrene involves the Seitention, the solution 
of the problem is far less easy.. Since Ramdohr first 
successfully resected the gut for hernia in 1727, the 
possible success of.primary excision has been con- 
ceded. 

Of recoveries there have been many. But the 
‘measure, however ideal,:has never gained firm foot- 
ing amang surgical procedures. This in face of the 
fact that the results from the alternative .measure, 
that of the formation of an artificial anus, have been 
most deplorable. Recently Poulsen reports twenty- 
nine cases, with but four recoverias. ..Of . thirty-five 
cases as treated at St. Bartholomew’s, four were saved 
(British. Medical Jougnal, June, 1891,.i,.. p..701). 
Certain is it that all cases should not be treated 
alike, and that every case ought to be considered |, 
with reference, first to: the condition of the intestine 
and its environments, and second tothe probability 
of the patient to bear the shops of a prolonged ge 
tion, 


A strangulation affects tha gut. either along the 


line of constriction, or at some or all points of the 
coil involved, or in ‘the course of the intestine fora 
varying distance above the point. of constriction. 
Where the constricting band binds the gut, a well- 
marked groove is made by direct pressure. Thecon- 
striction, tight enough to occlude the caliber of the 
bowel, may not interfere with its vascular supply. 


If gangrene results it will be from pressure at the 


bottom of the groove and limited in extent. Except 
for the usually small ulcer in the constriction groove, 
the gut above and below may be normal in appear- 
ance. In the fruitless effort of nature to protect the 
general peritoneum, adhesions are quickly formed 
between bowel and neck of sac. In the attempt to 
sever these, the fragile wall of the bowel tears along 
the line of constriction. Doubtless many cases of 
this kind occur, the fecal outpour taking place at 
the time of the operation. To avoid this it might 
be wise to follow the practice of Mikulicz, who in 
every case of suspected gangrene opens the rings from 
within the belly cavity, thus making a_laparo- 
kelotomy which permits, as he thinks, thorough iso- 
lation by gauze of the infected area. The difficulty 
appears in the fact that pressure gangrene limited to 
the furrow and made by the constricting band is 
not always easily recognized. Fortunately the tis- 
sues about it, whether torn by manipulation or not, 
are in a fair condition for partial excision and jateral 
suture, by which the patient may be saved the perils 
and annoyance of an artificial anus. Krumm re- 
ports such a case successfully treated, and Barette 


three, of pressure gangrene successfully managed in 
the same manner. In such a case the gangrenous 
area may profitably be inverted and the contiguous 
parts sutured ina horizontal fold. In the case of 
rupture appended, the aperture was treated as a gun- 
shot wound, sutured, and the coil returned to the 
abdomen, but anchored for forty-eight hours to the 
wound by a catgut suture through its mesentery. 

In some cases the force of strangulation, although 
influencing the circulation of the whole knuckle, 
appears to affect most seriously its central part 
and at a point farthest removed from the mesentery. 
It is clear that if in such a case excision were to he 
done,it could only be beyond the limits of constriction. 
The evanotic gut about the really gangrenous center 
would ill support a suture. Let alone, it will recover. 
The handling incident to suture might easily prevent 
it. Furthermore, in cases of this nature the gan- 
grene is often more extensive than is apparent. Be- 
ginning generally in the mucosa, the serous tissue is 
the last, and therefore least affected. The fixation of 
the gangrenous area in the bottom of the wound, re- 
lying on nature to make the anus preternaturalis, 
appears to me sound judgment. The data on whieh 
this view is based differ from those which militate 
against. the formation of a fecal fistula when the ant 
is gangrenous in its entirety. 

First and foremost, the caliber of the gut remains 
patent, and death from inanition is rendered impos- 
sibles: Again, the fistula which results will probably 
-be small,and close in a few weeks or months without 
operatiye interference. 

, When, gangrene involves; Abe: entire strangulated 
‘knuckle the. appearances-are sufficiently charactenig- 
tie, Chocolate or dark slate-colored, denuded, in 
patehes. of its peritoneum, covered with flakes. of 
iymph and in a. collapsed condition, it fails to react 
to mechanical or chemical irritation. The odor. is 
fetid before perforation has taken place. When the 
strangulation has been very acute, the changes in 
and about. the hernial sac need not be very marked. 
After the escape of a varying amount of turbid bloody 
fluid from the sac, the latter appears of a bright or 
dusky red, minus the glistening appearance of the 
normal serosa. When it is of older date, one after 
another of the hernial coverings are involved in the 
inflammation. They are welded together, in turn to 
break down. A fecal abscess is the result. 

The most serious and far-reaching changes in 
gangrenous hernia are often found in the afferent 
portion. They may be said to involve its caliber, its 
nutrition, its contents and the peritoneum singly or 
together. Although long recognized, the dangers 
inherent in this part of the intestine have recently 
been strongly brought forward by Beneke. Above 
the constriction there is always some dilatation with 
more or less paresis and congestion of the intestinal 
wall. It may be dark in color and edematous from 
venous stasis. Possibly from the same cause its mu- 
cous lining secretes abnormally, and as a result, at 
times, enormous accumulations of fluid are found 
—according to Mikulicz from one to three quarts. 
This forms an excellent culture medium for bacteria 
and in the process of putr ce, toxines are formed, 
the absorption of which doubtless accounts for many 
deaths under the mask of acute sepsis from strangu- 
lated hernia before peritonitis has developed. The 
disintegration of this fluid gives rise to a fecal odor 
irrespective of the site of the constriction, and it is, 
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this fluid forced into the stomach and thence regurg- 
itated that is so often mistaken for fecal vomit.— 
(Mikulicz.) Furthermore the wall of a paretic and 
congested gut has no power to resist the pathogenic 
organisms which itincloses. Farabove the constric- 
tion, hemorrhagic infiltrations, diphtheritic-like de- 
posits on, or ulceration of the mucous membrane 
may ensue. This is far more liable to such necrotic 
changes than the outer tunics and there is no way of 
knowing how far the process has extended. In one 
of Kocher’s cases the gangrene extended four inches, 
and in one of Taendler’s six inches above the suture 
line. In a case not submitted to operation, the diph- 
theritic deposits were found six feet above the con- 
striction. 

When death follows hernia, the symptoms of peri- 
tonitis are rarely absent. In the majority of cases, 
even of gangrene, there is no perforapion, within the 
abdomen, and the course of the peritoneal infection 
must have been through the microscopically intact 

t. That it may occur where the gut does not enter 
into the hernia has already been seen. It has long 
been known through Nepveu’s investigations that 
the fluid transudate in a hernial sac is rich in patho- 

nic organisms before gangrene has developed. 

enneke has recently shown that the bacteria readily 
pass through the wall of the paretic bowel and pro- 
duce diffuse peritoneal infection. On microscopic 
sections he was enabled to trace their progress 
through the intestinal wall. (Before the French 
Surgical Congress, Clado has recently made similar 
demonstrations.) From these sources metastatic in- 
fection in remote organs may ensue. The process is 
like that seen in other morbid conditions of the in- 
testine; notably in typhoid fever and appendicitis, 
where peritonitis develops without actual perforation. 

Equally ge aagien with the local, is the general 
condition of the subject of a strangulated hernia in 
determining the plan of procedure. When.delay has 
brought*the:patient to the‘ verge of collapse; when 
even the shock from prolonged anesthesia can not 
be ventured, that must be done which most readily 
gives relief to the strangulation. It may be the 
opening of a fecal abscess, the division of the stric- 
ture, or the rapid fixation of the gut in the wound. 
Whatever the procedure adopted in the condition. in- 
dicated, the result will probably be the same—death 
within a few hours or days. 

In most however, the condition is less de 
plorable and evidently tolerant of a somewhat pro 
longed operation. It is in this class that choice 
must be made between the establishment of an arti- 
ficial anus, and resection of the bowel with immedi- 
ate suture of the divided ends. 

Authorities are at variance as to the value of the 
two procedures. In England, Baker, MacCormac, 
Banks and Treves decidely oppose the greater ope- 
ration of resection. In this country the same opin- 
ions have been held, unless they have been recently 
influenced by the reports of successful cases of excis- 
ion by McCosh, Richardson, Dawbarn and others. In 
Germany, Kocher’s and Czerny’s first successes were 
followed by many failures which frustrated the nat- 
ural desire of surgeons to make primary excision the 
normal procedure in gangrenous hernia. Finally 
Reichel’s critical review of the statistics in 1883 
made it appear that the preferable primary opera- 
tion was enterostomy, to be followed by a second 
operation for the closure of the preternatural open- 


ing. From the first, Kocher has remained steadfast 
to the ideal operation, and in Mikulicz he has recently 
found a most able supporter. 

The advantages and disadvantages of the two pro- 
cedures are almost apparent. If primary resection 
is successful, the patient is well in from four to six 
weeks. If an artificial anus is successfully estab- 
lished, a second operation of a very serious nature 
must follow. The artificial orifice is as large as the 
bowel, and the mucous membrane is prone to pro- 
lapse. Such an opening never closes spontaneously. 

While in a considerable number of cases the 
enterotome of Dupuytren might be successfully ap- 
plied with the low mortality of 5 per cent. (Korte), 
it will.fail<in. many cases andbe:absolutely inapplic- 
able in others. Again, according to Dupuytren, it 
should not be used for two or three months after the 
primary,.operation.. .It.is. during, this-.interval. that. 
the greatest danger from artificial anus is encoun- 
tered, that from progressive inanition. Recently 
Poulsen has used it twelve and even nine days after 
the first operation. 

It has not yet been established how much of the 
intestinal canal is essentia] to the maintenance of 
nutrition, but where the fistula is above the mid-part 
of the ileum, rapid emaciation and death follow 
before any secondary procedure for closing it can bo 
practiced. McCosh does not overrate the argument of 
statistics in the statement that the death rate of all 
cases in which an artificial anus is made, including the 
operations for its relief, is 50 per cent. The danger 
from secondary resection and enterorrhaphy is very 
considerable. Haenel mentions forty-three cases, 
with sixteen deaths and two failures. 

To be successful, the artificial anus must be estab- 
lished in healthy bowel, else the dangers inherent in 
the afferent portion will not be removed nor will a 
free outflow from the intestine besecured. The only 
advantages therefore which can be, claimed for this 
method are the rapidity with which it can be per- 
formed and the slight technical skill required in its 
performance. A further advantage is supposed to 
exist in the lesser danger connected with this, as 
compared with the major procedure of immediate 
resection. 

There is hardly a subject in surgery concerning 
which statistics are so much at variance ae are those 
relating to gangrenous hernia. According to Korte, 
of 181 cases. treated by enterostomy, eleven ended 
fatally. Herman (quoted by Haenel) mentions 
eighty-three cases with seven deaths. On the other 
hand, Weil reports fifteen cases with thirteen deaths. 
Benno Schmidt places the mortality at 85.5 percent. 
for the formation of an artificial anus, as against 71.1 
per cent. for primary resection. 

F. A. Southern, Surgeon to the Manchester Royal 
Infirmary, recently reports eighty-five cases of her- 
niotomy with nine cases of gangrene. All of the 
latter died. In six, an artificial anus was made; in 
three, primary excision. 

If statistics are of any value in solving the rela- 
tive merits of enterostomy and primary excision, it 
is evident that the reports of scattered cases are far 
less weighty than such from a few and skilled opera- 
tors, and from hospital records where nothing 
is concealed. Such a tabulation has recently been 
made by Mikulicz from seven large clinics of Ger- 
many and Switzerland. Of 168 cases of gangrenous 
hernia, 109 died. Of ninety-four in which an artifi- 
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cial anus was made, seventy-two died; mortality, 76 
per cent. Of sixty-eight primary excisions, thirty- 
two, or 47.1 per cent. died. Of six intermediary 
resections, five died. It would appear from this that 
the mortality ef primary excision is very much less 
than that of the lesser operation. But this can be 
accounted for by the certainty that the latter was 
often used as a last measure in conditions approach- 
ing collapse, and therefore precluding the major 
operation. 

These statistics practically coincide with the very 
extensive and recent tabulation of H. P. Zeidler, of 
St. Petersburg. Of 289cases in which primary ex- 
ciaion, was-performed, 142, or 49.13 percent. died. 
Of 287 cases-in'which an artificial” anus‘ was» estab: 
lished, 213, or 74.22 per cent died. This is an in- 
crease in the mortality, of .25 per cent. 

per cent. 
more of cases hopeless from the beginning than in 
the group of primary resections. This still leaves 17 
per cent of cases which might probably have been 
saved by primary excision.—(Cent. f. Chir. 1893. p. 
62). 


The advantages of primary resection are patent. 
Its disadvantages are, the time required for its per- 
formance and the danger of peritonitis from imper- 
fect technique. In a measure both can be overcome. 
The first of these is probably grossly exaggerated. 
With separation of the mesentery and its closure by 
suture, to be followed by the continuous Lembert- 
Czerny suture by lateral anastomosis, or by the use 
of button or potato plates, not more than half an 
hour at most should be required for the enterorrhaphy. 
Complicated clamps, a separate row of stitches for 
mucous and serous tunics, interrupted sutures un- 
necessarily waste time. When thecontinuous suture 
is used and appears weak at points, a few supple- 
mentary stitches can easily be taken. Suturing the 
mesetitery brings the intestinal ends natorally 
together and gives assurance that the most treacher- 
ous part of the suture, that near the mesentery, can 
be «properly applied. The second danger is fronr 
injudicious selection of the lines for suture. As 
elsewhere in gangrenous processes, the danger lies 
rather in removing too little than too much. If 
Kocher excised five and Koeberle six feet of intes- 
tine, a few inches more or less can not be important. 
In acute cases, where the caliber of the gut has not 
been long occluded, and koprodstasis is little, if at 
all developed, an inch or two on each side of the 
constriction groove will probably bring the suture 
line in healthy tissue. Where the mesentery has not 
been included in the strangulation, the same favora- 
ble conditions may be expected. Where, however, 
much dilatation of the afferent gut exists, its thor- 
ough evacuation should precede the enterorrhaphy. 
After hernia, as after laparotomy for obstruction, it 
is fatal to return a distended gut to the abdomen. 
The further danger, that of septic infection of the 
peritoneum, can in a large measure be reduced by 
thorough irrigation of the sac before suturing; by 
careful handling of the gangrenous gut without the 
wound,meanwhile protecting the peritoneum by gauze 

acking. Finally, the sutured intestine should be 
eft just within the abdominal cavity and a radical 
cure should not be attempted. Mikulicz, whose suc- 
cess surpasses that of any other operator—twenty- 
one cases with fourteen recoveries—insists on the 
open treatment of these cases. Should fecal extrav- 


In the grottp 
cases of*artificial'anus there 


asation ensue from defective suture or other cause, it 
would naturally turn towards the wound, whereby 
the danger of general peritonitis would be largely 
averted. For from two to five days after the opera- 
tion the sutured intestine remains where it is placed 
within the abdomen, and after that length of time the 
development of peritonitis is not probable. To has- 
ten the process of wound repair, deep and superficial 
sutures might be drawn through the wound margins 
and kept over the gauze packing, to be tightened 
without anesthesia after the danger line has been 
passed. 

Between the extreme measures considered, others 
looking toward a compromise have recently been 
‘brought forward by a number of surgeons. Among 
these are the intermediary, excision and suture of 
Riedel. The artificial anus is established in the usual 
way. After twenty-four or forty-eight hours the 
edges of the intestine are vivified and united by su- 
ture. In 1882 Bouilly suggested excision and suture, 
the latter being purposely made imperfect at one 
point to guide the fecal extravasation. To avert the 
danger from imperfect suture, Hahn follows the kel- 
otomy with a median laparotomy. Through this 
wound he brings the divided ends of the bowel, thor. 
oughly protecting the abdomen against infection by 
packing them in gauze. When the suture is com- 
pleted, the closed knuckle is kept in the wound be- 
tween gauze splints until union is assured. The 
competency of the suture is certain after twenty-four 
hours, when the bowel is returned to the abdomen and 
the external wound closed. It is difficult to under- 
stand why the same procedure should not be carried 
out in the inguinal herniotomy wound. Nevertheless, 
Hahn has had two successes with it, and in a third, 
reported by Kutschera, the result was equally satis- 
factory. 

To overcome the danger from death from inanition, 
Helferich has reeently combined enterostomy with 
an intestinal anastomosis above the constriction fur- 
rows. By this method two courses are open to the 
fiitestitral circulation, and the closure of the artifi- 
cial anus is greatly facilitated. The operation was 
done in two cases, one of which was successful, the 
fecal fistula closing spontaneously. 

There is yet another class ef cases in which the 
condition of the bowel is such that whereas gangrene 
is not yet present, it might through subsequent ne- 
crosis cause death if returned to theabdomen. Such 
a knuckle is a menace. Who has not seen it? Es- 
pecially if operating by iight, both artificial and bad. 
A bowel that is not at all doubtful in appearance 
will at times repay the trust placed in it by a per- 
foration. Among ninety-six deaths after herniot- 
omy, it was in twenty-six cases the result of return- 
ing to the abdomen intestine which subsequently 
perforated. In Hagedorn’s clinic three deaths out of 
fifteen resulted in the same way. To return doubt- 
ful intestine is unnecessarily jeopardizing life. To 
treat such intestine as radically as bowel already 
gangrenous is an extreme measure, not to be advo- 
cated. Fortunately the intestine can be retained in 
the wound for a number of days in gauze packing or 
by sutures. When its viability has been established, 
it isan easy matter to return it to the abdomen. 
Graefe recently reported a successful case in which 
the intestine was so retained for five days before 
replacing it. Should the dread of adhesions be feared, 


the intestine might be retained just within the abdo- 
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men by fixation sutures or by gauze. In the event 
of gangrene, the fecal extravasation would course 
toward the external wound. 

When in 1880 Czerny reported his first case of 
primary excision for gangrene, he believed that the 
operation would not displace the older operation of 
enterostomy. Although the last four years have 
brought forward success after success from primary 
resection, the dictum of Czerny still holds good. 
Each operation has its proper field. The boundary 
lines are becoming’more clearly defined. Neverthe- 
less, it must always remain for the judgment and 
‘tact of the surgeon, as individual cases arise, to deter- 
mine the proper procedure to be adopted. In opera- 
tive surgery, as elsewhere, the ideal‘should be sought. 
This would make primary excision the normal pro- 
cedure in gangrenous hernia, and only cogent reasons 
should cause the operator to refrain from striving 
for the ideal. 

CASES OF GANGRENOUS HERNIA. 

Case 1.—Male, aged 60 years; Germantown, Ohio; left in- 
guinal hernia; reduction by taxis; obstruction unrelieved. 
Two days later, laparotomy by lamplight.: Bowel appar- 
ently viable. . py on fifth wg Death. 

Casé 2—W. P, mala, ages 2). years; Carlisle, Ky. Rup- 
ture of several years Standing.. Taxis attempted on second 
day. the night ofthe’ fifth; one-half pint of 

‘foul smeHing bloody serunr’in Omental mass large 
-as afist, gangrenous; no intestine in sac.. Death in twenty- 
four hours from peritonitis. 

Case 3.—Miss D., aged 30 years ; seen with Dr. Jenkins, of 
Newport. Recent rupture of follr days; ‘strangulation. Sae 
contained séveral ourices of ‘bloedy serum ; coil of small in- 
testine four inches long; in its center, opposite mesenteric 

pudie, gangrenous patch large as a silver quarter. Con- 
striction divided; intestine anchored by catgut suture 
through mesentery; gauze packing; perforation on the 
fourth day ; profuse discharge during two weeks. Gradual 
contraction of fistula and permanent.closure in one month. 

Case 4—Mrs. K., age 56 years,seen with Dr. Harff, Large 
intestinal inguino-labial hernia. Strangulation by band; 
operation twenty-four hburs after inception; gangrene of 

intestine; excision ' of fourteen ‘inches and end-to-end 
suture by method. Recovery. 

Case 5--Mrs. P., age 58 years; seen with Dr. Potter, Car- 
thage, Ohio. Small femoral hernia right side; strangulated 
six days ; refused earlier operation. Great abdominal dis- 
tension; vomiting fecal. Pulse 110, temperature 101. Fetid 
and bloody fluid.in-sac; loop of small intestine six inches 
long, gangrenous, afferent gut normal. 
tion, excision of gut several inches. End-to-end suture by 
Czerny-Lembert method. Fixation of gut near wound, gauze 
drainage, death in twenty-four hours from peritonitis. 

Case 6—I1. F., male, age 54 years; Good Samaritan Hos- 
pital. Irreducible femoral hernia; right side; strangulated 
four days; fecal regurgitation; general condition good. 
Few ounces of purplish fluid in sa¢. Knuckle of intestine 
and adherent omentum in sac. Constriction at Gimbernaut’s 
ligament divided. Intestine gives. .When. brought into 
wound there is a perforation in the constriction groove one- 
third inch wide and one-half inch long. Edges normal. In- 
version and closure by suture asin gun-shot wound. Slight 
anchoring of intestine ; gauze packing ; uneventful recovery. 

Case 7.--Mrs. H., age 35 years; seen with Dr. Hoppe; four 
months pregnant, Right irreducible femoral seddiy of 
many years standing. Absolute constipation, five days; 
vomiting twenty-four hours; sac contained several ounces 
of bloody fluid and adherent omentum and a knuckle of 
small intestine, eight inches long. Gangrenous in constric- 
tion groove but not perforated. Anchored to wound. Fis- 


tula established on fourth day; closed permanently in a 
month. Recovery. 


Hospitat Car.—A hospital car, recently adopted by the 
Central of New Jersey, is the latest departure in railroad- 
ing. It is supplied with every known medical and surgical 
device for prompt aid in case of wrecks or other accidents. 
While on the line it is given the right of way. 
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THE SURGICAL TREATMENT OF HERNIA. 


Read in the Section on ule? and Anatomy, at the Forty fifth Annual 
Meeting of the American Medical Association, held at San 
Francisco, June 5-8, 1894. 

BY HENRY O. MARCY, M.D. 

BOSTON, MASS. 

One of the most brilliant triumphs of modern asep- 
tic surgery is the undoubted demonstration that her- 
nia, in all its common varieties, may be permanentiy 
cured. This occasion offers little more than the 
possibility of somewhat dogmatically emphasizing 
certain fundamental factors and conditions which 
enter into the problem, and which must be under- 
stood in order to make possible the permanent cure 
of hernia. 

Since inguinal hernia in the male is by far the most 
common of all varieties, and much the more difficult of 


cure, it is proper that the limited time at our disposal 


should be devoted to the consideration of this vari- 
ety. The normal anatomic relationships of the im- 
portant structures which form the anterior lower 
portion of the abdominal wall are invested with an 
entirely new interest when considered from the stand- 
point of their physiologic function in connection 
with the reproductive organs. 

For many reasons it would -have been of great 
advantage to the male, if the testicle had been held 
in suspension within the abdominal cavity, some- 
what after the general disposition of ‘th ovary-in 
woman. The dislocation of the testicle into an ex- 
ternal pouch necessitates long ‘and tortuous blood 
vessels, with a corresponding increase m“length of 
the spermatic tube, and these component parts of the 
cord must traverse an opening in the muscular ab- 
domitral wall, which is ever varying in functional 
activity and motion. We can but admire the adjust- 
ment of these entirely diverse relationships, so as to 
render possible the functional equilibrium of such 
diverse structures. 

In a large degree this is rendered possible only by 
the obliquity of the inguinal canal, which traverses 
the abdominal wall in a direction that is normally 
maintained at or near to a right angle with the intra- 
abdominal pressure—a condition analogous to the 
penetration of the ureter through the urinary blad- 
der, which is the only other important illustration of 
this principle of mechanics found in the human 
body. It is not a valve which acts only at the exit 
of the canal to prevent the reflow from backward 
pressure, but it is exerted ee the whole length of 
the canal equally, so that, when the normal condi- 
tions are maintained, the greater the intra-abdominal 
pressure, the more firmly in juxtaposition are the 
walls of the inguinal canal, effecting its complete 
closure. 

Whatever may be the causes which produce a de- 
parture from this normal anatomic relationship and 
result in hernia, certain conditions invariably per- 
tain. The first of these is an enlargement, almost 
always from above downward, of the internal in- 
guinal ring. When this has taken place, the thin 
elastic peritoneum easily yields to the intra-abdom- 
inal pressure, and the fluid contents of the intestinal 
canal soon form a hydrostatic wedge, operating more 
or less constantly in its further enlargement, until 
at last the obliquity of the inguinal canal is lost and 
only a large direct opening through the abdominal 
wall exists. Although these conditions were more 
or less recognized and described by the earlier mas- 
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ters of surgery, as well as their functional impor- 
tance hinted at, the reconstruction of the deformed 
structures, so as to restore the parts to their normal 
condition, was not made possible until surgical meth- 
ods were perfected, based upon the knowledge of the 
role of the bacterial ferments in wounds, and the 
adoption of methods which should render their ex- 
clusion a practical certainty. This having been 
demonstrated as possible, free dissections, involving 
structures hitherto considered beyond the domain of 


surgery, were ventured upon, and thus if became. 


possible to open with safety the peritoneal cavity, 
dissect away and remove its redundant pocket which 
served as a receptacle for the hernial contents. The 
technique of the wound treatment became the next 
important factor for consideration. Had the testicle 
been dissected away and removed as was advocated 
in the sixteenth and seventeenth centuries, the prob- 
lem would have been simple, not unlike any abdom- 
inal wound, to be closed by a considerable variety of 
methods. On the contrary, however, the maintenance 
of the cord gave a wound which presented trouble- 
some conditions, and the closure of the abdominal 
incision in the usual way left the internal ring open, 
and the canal no longer oblique, but more or less in 
direct line with the intra-abdominal pressure. It is 
owing to this faulty technique that hernia after ope- 
ration, as still too commonly performed for cure, is 
so likely to be recurrent, and it has caused such 
severe criticisms, indiscriminately applied to all ope- 
rative measures for the cure of hernia. 

In order to obviate these difficulties and recon- 
struct the inguinal canal after its normal oblique 
pattern, it became necessary to employ some method 
of closure which should permit the permanent reten- 
tion of the suture material in the posterior wall of 
the reconstructed canal. To fulfill this demand, it 
occurred to me that the structures could be coaptated 
and permanently held in place by the use of buried 
catgut sutures,a deduction derived from the well- 
known but then recent experiments ef Mr. Lister upon 
the ligation of arteries in continuity by catgut, and 
the permanent retention of the ligature. 

. Important and interesting experimental’ studies 
now destined to bear fruit, were carefully made and 
published by Dr. Jamieson, of Baltimore, in the early 
part of the present century. This valuable contri- 


bution should have given great honor to American 


surgery, but unfortunately it was prematurely ad- 
vanced and forgotten. 
In order to close the internal ring from below up- 
ward, quite upon the exit of the cord from the ab- 
dominal cavity, it is necessary to lift the cord, hold- 
ing it toward the median line. If, as is too often 
the case, the abdominal wall has. been thinned from 
the long wearing of a truss, the muscular apo- 
neurosis of Poupart’s ligament and the conjoined 
tendon should be incorporated with the transversalis 
fascia in order to reinforce the posterior wall of the 
internal inguinal canal. This having been effected, 
the cord is replaced and the tissues which enter into 
the formation of the external wall of the canal are 
sutured. It is important to remember that in doing 
this, the usually thinned abdominal wall on a level 
with the internal ring should be reinforced by a stitch 
or two, carried above the line of the incision through 
the muscular aponeurosis. Otherwise, a bulging of 
the weakened abdominal wall may occur, giving dis- 


comfort, though not causing a return of the hernia. | 


The soft parts above the muscular structures are 
closed with light running buried sutures, the skin is 
easily coaptated in the same way, and the wound is 
sealed with collodion without drainage... If the wound 
has been maintained and closed in an aseptic condi- 
tion it will so remain and primary union will super- 
vene, without suppuration. The patient is rarely a 
sufferer from pain, is of necessity confined absolutely 
to the bed only a day or two, any posture of the body 
being assumed which will give surgical rest to the parts 
involved. The danger attendant upon the operation 
for the cure of hernia is so slight that it is scarcely 
worthy of consideration. In my entire experience I do 
not recall] a case where the life issues seemed to be in- 
volved. I have elsewhere! collated and reported over 
three thousand cases, in which the death rate was only 
the fraction of 1 per cent., and this attributed by the 
surgeon to some other cause than the operative meas- 
ures. 

Rather more care is requisite with children, but 
the little invalids are not sufferers and may be made 
happy with their toys and. playthings. After six 
weeks, light occupation can be resumed and I can 
not help feeling that it is a serious mistake to apply 
a support of any character. I believe a truss to be 
positively injuriousand abdominal supporters, rubber 
bandages, etc., are as-a rule harmful. At the best 
they fail to support the part upon the integrity of 
which the permaneney of the cure largely depends, 
to-wit: The reconstruction of the posterior wall of 
the inguinal canal, and undue pressure upon wounds 
of'every description interferes with their circulation 

The experience of the year only .emphasizes the 
conclusions which I had the honor. of. presenting to 
this Section at. its last meeting. . From. the very. 
large number of hernial operations which J -haye per- 
formed during the last twenty years, then tabulated 
135 cases: in which I had followed up the conditions 
to.date. During the year 1 have re-operated..apon 
two cases where I thought fuzther:surgical procedure 
advisable. .In both, there:was no return.of the: her- 
nia, the cord lay obliquely;im its reformed; 
surrounded by a dense; loose-meshed conmeetite-tis- 
sue stroma. In both by ill-judgede adsiieexa 
strong truss had been adjusted soon after, opena tion, 
and the thinned abdominal wall above the ling!of 
the internal inguina] ring was weak and., bulging; 


| In one ease, over thirteen months after the, primal 


operation, I dissected out well-defined sutures,.and I 
take pleasure in presenting sections of the unmistak- 
able, vitalized connective tissue of the tendon:suture, 
incorporated with the surrounding parts. Mar} 

I have been: recently criticised: by a writer upon 
hernia who evidently fails to appreciate the value 
and force of the anatomic: considerations which, 
elsewhere as in this paper, 1 have emphasized as 
fundamental and primal]. He writes :’ “In the infan- 
tile type of inguinal hernia, as there is practically 
but one ring, and hence no canal, other tissues must 
be utilized as a tampon.”..... “When the radical 
operation is essayed in this considerable class, we 
are not concerned with the physiologic inguinal 
canal for there is none.’ 

There is little doubt but that the common cause 
of hernia, although it may appear after adult life, 


1 The Anatomy and Surgica} Treatment of Hernia, H.O, Marcy. D. 
Appleton & Co. 
2 Manley, Hernia, p. 14. 
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originates in an improper development of the 
inguinal canal, pertaining of necessity to the infan- 
tile period. From my reer core of observation, the 
“infantile type of inguinal hernia” is by no means 
an “undesirable class” for operation, since here we 
are primarily concerned in constructing a physiologic 
inguinal canal, and not in looking about for mate- 
rial which we may utilize asa tampon. Again my 
critic, when discussing the chronic or senile hernia, 
dismisses the possibility of the reconstruction of 
the obliquity of the inguinal canal as follows: “It is 
obvious that with these chronic or senile hernia, 
pathologic changes have wrought such a radical 
alteration in the position, consistence, and the rela- 
tion of the gross structures, and the minute histo- 
logic elements, that we need hold out no hope for 
a cure by radical operation; as the most which we 
may expect to accomplish is the comfortable reposi- 
tion of the parts, in such a manner, that they may 
be painlessly and securely retained by a prothetic 
support after operation.” Quite the contrary, these 
large old direct hernie are the cases of the greatest 
interest and are as susceptible of cure as the smaller 
or less developed ones. They are the very class of 
hernise which I select by preference, when operating 
in public, for the purpose of teaching the method 
above outlined. Interesting as is the subject, time 
forbids a review and analysis of a very considerable 
number of modifications in the surgical procedures 
which have within a very recent period been advo- 
cated. 

There is a general consensus of opinion that the 
operative field should be sufficientiy ample to permit 
a fuil inspection of the structures involved, that the 
hernial sac should be opened in order to ascertain 
its exact condition, contents and relationship. Asa 
rule this should be sutured, or ligatured to its very 
base, and the redundant peritoneum resected and 
removed. A considerable number of very distin- 
guished surgeons in Europe and America advocate 
the closure of the wound by buried animal sutures, 
varying, however, in their method of application, 
without a clear definition cf their purpose or man- 
ner of reconstruction of the parts. Doubtless such 
excellent anatomists as Charftpionniere, of Paris, and 
Park, of Buffalo, have restored the cord to its normal 
oblique position without making specia] emphasis 
upon the importance of this procedure. Certainly 
their results are in the highest degree satisfactory. 

Bassini, of Padua, has somewhat recently pub- 
lished his method, which, in its essentials, incorpo- 
rates the principles I have so long advocated as 
fundamental and basic. He emphasizes the neces- 
sity of producing a buttress or reinforcement of 
structures posterior to the cord. Moreover, he 
describes the closure of the tissues in a way which 
must certainly narrow the internal ring and increase 
the obliquity of the reconstructed canal, the impor- 
tance of which I believe can not be over-estimated. 
More recently Potempshi, of Europe, Halstead and 
Fowler, of America, have gone one step farther by 
firmly closing the muscular aponeurosis of the abdom- 
inal wall beneath the cord, protecting it only by the 
fatty structures, superficial to the muscular layer. 
Time alone will determine if the nutrition and func- 
tion of the testicle are impaired by this externa] im- 
plantation of the cord. Most surgeons agree that the 
wound must be made and maintained aseptic with the 
most scrupulous care, and closed without drainage. 


RECAPITULATION, 


The operation for the cure of hernia must be per- 
formed with the most careful aseptic detail. The 


wound must be sufficiently large for free inspection, . 


the cord is lifted from its position, slight tension 
being made upon it upward and inward, in order to 
expose its entrance into the abdominal cavity. If 
the hernial tumor is large, the sac is opened and its 
contents replaced. The peritoneal sac is then dis- 
sected to its base, held tense, sutured at its neck, 
resected and excised. The posterior wall of the 
inguinal. canal is intra-folded and reinforced by a 
line of double continuous tendon sutures, until the 
internal ring is reconstructed closely about the cord. 
The cord is replaced, the external structures are 
sutured in like manner, commencing at the upper 
portion of the incision, closing the structures closely 
upon the cord quite to the reconstruction of the exter- 
nal ring. The superficial tissues are brought into 
coaptation also, by buried tendon sutures, and the 
wound sealed with collodion without drainage. 

The essential factors of this method are the oblit- 
eration of the peritoneal pouch, the reconstruction 
of the internal inguinal ring, the reinforcement of 
the posterior wall of the canal which restores its 
obliquity, and the closure of the wound with buried 
animal sutures, aseptically applied without drainage. 
Personalities count for little, but this method for the 
cure of hernia and the general introduction of the 
buried animal suture which made it possible, are the 
result of more than twenty years of original study 
and investigation, and I claim the privilege: of ‘pre- 
senting them as ay contribution to American 
surgery. 


OBSERVATIONS ON THE RADICAL CURE OF 
HERNIA. 
Read in the Section on Surgery and Anatomy, at the Forty-fifth Annual 
Meeting of the American Medical Association, held at 
San Francisco, June 5-8, 1894. 
A. E. ROCKEY, A.M., M.D. 
PORTLAND, OREGON. 

The individual opportunity of a surgeon practic- 
ing in the larger cities to recommend and perform 
operations for the radical cure of hernia, is certainly 
greater than that of a surgeon in general practice in 
the smaller cities and towns. It is consequently to 
the former class that we owe the evolution of the 
present operations, but as a whole by far the larger 
number of cases come under the observation of the 
latter class, and until recently and at the present 
time too frequently relegated by them to an indiffer- 
ent palliative treatment,or worse, advised against 
operation and turned adrift, only to fall into the 
hands of some charlatan who “cures without deten- 
tion from business.” 

Asa representative of surgeons in general practice, I 
I desire to speak in favor of reform. Instead of regard- 
ing only cases of strangulated hernia or those of ex- 
ceedingly difficult retention as proper ones for opera- 
tion, I unhesitatingly recommend it in all cases except 
retainable hernia in the aged, or inguinal] hernia in 
young children where the prospect of truss cure is 
fair. This opinion is based on results of about forty 
operations without a death and with a few relapses. 
The experience is a moderate one, but if I had made 
ase of the opportunities I have lost, between the fail- 
ure of my first Wood’s silver wire invagination ope- 
ration fifteen years ago, and the final adoption of a 
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satisfactory method in recent years, it would be hun- 
dreds instead of tens. We are slow to learn, and the 
profession, as a whole, are yet losing thousands of 
opportunities because of lack of confidence in them- 
selves or the methods before them. 

My experience in open operations has been with 
those of Czerny, MacEwan, MacBurny, Halstead and 
Marcy. Hernia may be cured by either of these 
methods, but far superior to all others are those of 
Marcy and Halstead. In technique and theory and 
perhaps, too, in practice Marcy’s operation is the 
most perfect. There are points in the performance of 
either of these operations where beginners should 
have special caution. 

In Marcy’s operation the cobbler’s stitch is so per- 
fect in its support of the parts, and the kangaroo 
tendon so enduring that too much tension must not 
be used or the tissues will be strangulated. This is 
particularly liable to occur in the suture of the more 
muscular outer wall of the canal. Marcy describes 
the occurrence of liquefaction and shreddy discharge 
in two cases evidently without suppuration. In the 
second case in which I performed his operation ex- 
actly this result followed, and I believe that it was 
due to strangulation by over tension and the peculiar 
manner in which the tissues are surrounded by his 
stitch. After this I tried various modifications 
using the tendon as silk is used in Bassini’s operation, 
and in another case using interrupted tendon su- 
tures in the lower side and a mattress suture above 
the cord. More extended experience, however, has 
brought me to believe that the best way to perform 
Marcy’s operation is to follow his description with- 
out any variation whatever. It should be remem- 
bered, though, that in using the cobbler’s stitch in 
closing a hernia, it is not being used in leather, and 
the tension must merely be sufficient to hold the 
surfaces in light apposition. The great importance 
of the animal suture and the intervening blood clot 
as a framework, over and through which the young 
connective tissue cells may proliferate in closing a 
wound of this kind has not been sufficiently empha- 
sized. It is this new tissue that prevents recurrence. 
Were we to depend on simple edge-to-edge adhesion, 
we would have a vastly greater number of failures. 

In the week following the publication of Hal- 
stead’s method, I performed his operation twice. The 
first was a right inguinal in a man 50 years of age, 
and the second an enormous congenital hernia, irre- 
ducible for seventeen years in aman of 40. The per- 
formance was typical in both cases. A part of the 
veins were excised and the reduced cord brought out 
between the:two outer stitches. In both cases there 
was great swelling of the testicle and in the elder 
man a considerable degree of atrophy has followed ; 
both, however, made good recoveries and are perfect 
cures. Since that time I have performed Halstead’s 
operation without removing the veins from the cord, 
and the results have been most satisfactory. I believe 
that this feature of the operation is unnecessary to 
success, and that an otherwise quickly performed and 
simple operation is needlessly complicated by it. As 
Halstead, himself,says in his report of fifty-eight 
cases published in the Bulletin a year ago, that 
“essentially this procedure with or without modi- 
fication was followed,” I surmised that he has prac- 
ticed this modification himself and that we may also 
use it and yet give the operation his name. In ope- 
rating on both sides of double hernia, I have recently 


chosen this method in two cases, for the reason that 
the single row of mattress catgut sutures is more 
quickly introduced than the double row of tendon. 
The comparative merits of tendon and catgut can 
only be referred to here; so far as my own experi- 
ence is concerned I can see no difference. -The 
method of closing central abdominal incisions by 
suturing the peritoneum and muscles with interrupted 
sutures of heavy catgut, and then stitching the skin 
over them with fine silk is the one I have used to the 
exclusion of all others in the last three years, and [ 
have had but one ventral hernia, and that a very 
small one, at the site where a drainage tube had been 
worn, the hernia appearing six months after the ope- 
ration during a violent attack of influenza accom- 
panied by severe cough. 

The cases in which I have performed Halstead’s 
operation, both as he describes it and without remov- 
ing the veins from the cord are perfect cures. Not- 
withstanding this it must be admitted that the theory 
of longer support for the new tissue during its 
strengthening by maturity is distinctly in favor of 
the tendon suture, which undoubtedly remains three 
times as long as the catgut. It is my belief that an 
extended experience, especially in cases that were to 
bear strain early would support the statement that 
while catgut cures, the kangaroo tendon suture is bet- 
ter. As to double operations, I see no reason why 
the patient should be inconvenienced by an addi- 
tional operation and detention in bed. In five double 
hernias operated at the same time, the result has 
been good in all, with the exception of a possible 
recurrence in one side of onecase. One of these was 
complicated with tuberculosis of the left testicle and 
tubercular enlargement of the glands in both groins; 
the testicle and glands were removed and the wound 
dressed by MacBurney’s method, on account of the 
soiling of the surfaces by the breaking of a softened 
lymphatic. The man has worked at the lathe in a 
machine shop for two years in good health and with- 
out recurrence. In the last double hernia the opera- 
tion was done at the patient’s house, and though 
every possible care was taken, one side suppurated. 
Recovery was but little delayed, however, and the 
patient walked about in three weeks, and now after 
two months the cure seems perfect. This patient 
had been operated for stone in the bladder five years 
ago. It was the straining, incident to stone, that 
caused the hernia. Patients like this, and the young 
woman who coughed out the ventral hernia have 
strong abdominal muscles, and permanence in cure 
would be much enhanced by a well impressed cau- 
tion to avoid all severe strain in coughing, evacua- 
tion or lifting. The fact that there is a weak spot in 
the abdominal wall should ever be present in the 
mind of the patient, and then when severe strain is 
necessary the groin may be protected with the hand 
or by flexing the thigh on the abdomen. To advise 
care does not necessarily argue that the result of the 
operation is a weak cure. The inconsiderate strain 
to which some persons subject themselves would 
force the abdominal contents through anything with 
which nature or art might surround them. In the 
one recurrence after double operation, I have no 
doubt but that it was produced in this way. The 
patient was a muscular young man who had pro- 
duced double direct hernias in a tussle with a bull, 
He was apparentiy weil cured by direct catgut suture 
of both sides, and remained so for six months when 
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he was confined for some time in an insane asylum; 
after his release and more than a year after the ope- 
ration, he wrote me that he had recurrence on one 
side, although I have not seen him. 

In regard to drainage, I believe that where oozing 
is completely controlled it is unnecessary, but where 
multiple operations are performed and perfect tech- 
nique must be somewhat sacrificed to time, or for 
any other reasons there may be even slight bleeding, 
there can be no objection to drainage by a folded 
strand of catgut in the upper angle of the wound, 
but in such cases safety would be much enhanced 
by it. 

As to the subcutaneous suture, it requires more 
time and in my experience the apposition is less per- 
fect than with an ordinary continuous suture of fine 
silk. I am inelined to believe its advantages in 
avoiding infection as somewhat problematical. When, 
however, I set out to perform atypical Marcy or Hal- 
stead operation I always use it. 

The conclusion to which my experience leads me is 
that in the radical cure of all hernia, direct suture 
with tendon or catgut offers a safe and satisfactory 
means of cure, and that in oblique inguinal the 
method of raising the cord and closing the canal 
under it wili give better results than any other now 
at our command. 

DISCUSSION, 

Dr. Georce F. Surets—I think we have had the oppor- 
tunity of a lifetime here to-day. You have heard some very 
interesting remarks upon the subject of hernia, but I would 
like to refer particularly to the remarks made ”y the first 
reader, Dr. Ransohoff, who gave us a paper as full of infor- 
mation asa nut is full of meat. 

In reference to the time that strangulated hernia should 
be reduced, he gave a quotation here, saying that if you see 
it during the day it should be reduced by the night, and if 
you see it at night it should be reduced by the morning. I 
will go a little further and say that a man should see that it 
was reduced within fifteen or — minutes after he be- 
came convinced that it was strangulated. And I say this 
for the reason that if the hernia is strangulated, I wish to 
draw your attention to the fact that the taxis tends to lower 
the vitality of the hernia to such an extent that it always 
becomes a danger. I have had some little experience in 
operating for strangulated hernia, and I have had several 
eases where efforts were made to reduce the hernia through 
several hours, first without and then with an anesthetic ; and 
then when the time came, that an operation was decided to 
be finally necessary, it was only to discover that the bowel 
had been so bruised that it had lost its vitality and could 
not be returned. Hence, I would beg to say firmly, that you 
should make the time short. I do not believe that you should 
try taxis very long, if you try it all, and then it should 
be done very delicately and for two or three minutes without 
an anesthetic to see if it will return, and then two or three 
minutes with an anesthetic and then, if you do not succeed, 
decide to operate carefully. 

In regard to vomiting not being a point of particular 
interest or import. that you should not look for too much 
vomiting asa symptom, I have had cases, and one I recall in 
pervoaay nh where a girl had return of the tumor or femoral 

ernia; she did not suffer very violent vomiting or of a fecal 
nature, but occasionally would have almost a mechanical 
regurgitation. This would recur foraday ortwo. The vom- 
iting is not necessarily present, and it is a mistake to expect 
it always. Neither is the pain invariable. In fact, this girl 


had gone out and did not think there was much the matter. 


with her. And yet she had astrangulated hernia which re- 
quired operation, and which was operated upon. 
Concerning whether it is wise to return the bowel. It be- 
comes a subject of very great interest when you get down to 
the bowel, to know whether it is in a good condition enough to 
return it or not. And that will only be gained by experi- 
ence, 1 believe. Still, at the same time,I think that a bowel 
that is viable will usually, if slightly scratched, just gently 
scratched, bleed pretty freely, and I find that a pretty good 
test to know whether the bowel is ina condition to return or 
not. I give it a very gentle scratch, and if it bleeds pretty 


quently. 


freely it is a fairly good sign that you can return it. Some- 
times even a bowel which has lost its glossiness will be in a 
condition in which you can return it. The idea of returnin 
the hernia after opening the sac is one which I think had 
better be condemned, in so far that if you do it you are 
liabie to reduce the hernia in block and have it in as bada 
condition after as before. : 

eer’ the operation for the radical cure of hernia, 
I have very little to say on that subject. We have had a 
great authority who has read a paper to us to-day. and I 
would bow in differing from him. I do not believe that the 
radical cure for hernia is always an operation which should 
be performed. There are certain cases of hernia which have 
existed for many years in an individual, which become very 
large, and become practically irreducible, even by operation. 
It seems that the long existence of the condition has led to 
an alteration in the capacity of the abdominal cavity to con- 
tain its contents and the hernia becomes larger, an increased 
abdominal cavity for annex, and that annex becomes some- 
times nearly as large as the abdominal cavity itself. Woe 
be to that man who thinks that he can return that to the 
abdominal cavity and cover it up, because if he does, I fancy 
he will find that he can not get it back again ; simply because 
the structures by having been long abed to the present con- 
dition have so adapted themselves that you may operate as 
much as you like, but you can not return the contents of 
that sae into the abdominal cavity ; it is not large enough. 

Dr. ANDREW Situ, Oregon—I wish toadd my indorsement 
to the suggestion by Dr. Ransohoff of the importance of 
acting early for the relief of stranguiated hernia. He ex- 
pressed it very aptly and beautifully when he said, Let the 
sun not go down upon a strangulated hernia, or if it is in the 
night let it not rise again upon it, but operate at once and 
use taxis with caution. I wish also to say that I do not be- 
lieve the results we are getting these days from hernia are 
due to the particular modification that Dr. Marey or Dr. 
Bassini,or Dr. McEwen has made to the old processes of the 
masters, such as Banks and Turney, so much as the success 
is due to improvement in technique. While we are judging 
now of these operations, we are judging of them in the past. 
The future only will tell whether we can judge as well of 
the operations that we are now championing, such as those 
of Bassiniand Halstead and others. We all know that hernia 
operation can not be pronounced a success definitely until 
time has proved it so. I maintain that it is not a fair propo- 
sition to compare those results in the light of but a year or 
two, with the results of the old masters, whom we are now 
—. scarcely worthy of mention. 

Dx. Horton, Texas—I want to suggest one thing with ref- 
erence to the treatment of hernia. e have heard the dis- 
cussion in reference to operative procedures. but’ they 
do not tell us how to avoid such procedures. Now EF want 
to suggest on this line that it is our business, not so much 
to operate on cases that have hernia as to prevent opera- 
tions. I think every surgeon will justify that idea. I have 
operated along this line when I have been forced to do it, 
as these other gentlemen I presume have done, but I want 
to ask these gentlemen before they condemn a case of 
strangulated hernia to operative procedure, even under the 
methods of technique suggested here by the last reader, that 
they do one thing, and that is to take the patient out of 
and incline him in a position about like that, (indicating an 
incline of about 45 degrees) with head against the wall 
and the feet as high as the head and shoulders of a 
couple of men or a little more than that, and placing 
the patient before this position is assumed under the 
anesthetic—under chloroform—to its fullest relaxation, and 
then see the results. You do not want taxis. These gentle- 
men are condemning taxis, and yet, I believe it has its place. 
But it should not go too far. Under this method I have seen 
a hernia of three days anda half duration, subside without 
ee I ask you to accept the suggestion and give it a 
trial. 

Dr. T. W. Huntincrox, Sacramento, Cal.—I only wish to 
allude for a moment to a matter which has been under dis- 
cussion, in regard to the reduction of strangulated hernia. 
I have had some little experience in this matter. Itisa 
class of cases which have come under my observation fre- 
I am aware that a strangulated hernia has been 
reduced by putting a man in a wagon in an uncomfortable 
position and traveling him for eight or ten miles to a doctor, 
and finding the hernia reduced after he has arrived there. 
I believe it would have been better practice to operate upon 
that patient before he was put into the wagon. I believe 
that when ordinary efforts at taxis, such efforts as the ordin- 
ary person will ordinarily pursue have failed, then we are 
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entitled to operate. I do not think we have any right to;at once? As for excising a portion of the intestines in that 


jeopardize the patient’s life by unnecessary ope because 
it is in the delay that the danger lies. That is all I wish to 
in regard to that. 


sa 

Shave something to say on the subject of the radical cure 
of hernia per se. It isa measure which I have advocated for 
ten years, and it is a method which I have pursued for five 
or six years quite frequently. Since my earliest efforts in 


this direction I have been impressed with one fact, and it is practice quite a go 


this, that hernia, the ordinary oblique inguinal hernia which 
I believe to be the most frequent, is a congenital condition. 
We may not have during the earlier years of life, during the 

ears of infant life, or during the earlier years of adult life, 

ernia, but when it occurs it occurs as a congenital condition. 
Now in pursuance of that thought I have gone furtherand have 
alleged that when you have corrected the congenital condi- 
tion you have cured the hernia practically. I care not what 
steps you may adopt subsequent to that. But you cure the 
hernia by simply tying off the sac. I do not know any one 


to sleep and have some one to keep 


case I do not think it would have done, but in other cases 
perhaps it might do. The woman was too weak, too feeble, 
and had suffered too long tu stand it; she had not enough 
vitality left to stand the operation of interectomy. 

Dr, Reynoips, Wisconsin—I merely want to speak for a 
moment, since this discussion has taken a wide range, about 
the way of operating. I have seen in the course of a long 
many hernias. I used to operate two 
or three times a year, perhaps. In the last fifteen years I 
have not had occasion to operate on a hernia, although I 
have been in active practice and had many hernias to treat. 
My way of treating hernias, if I get there early, is to put 
them engin under the influence of opium, and give 
them this position that this doctor has spoken of here. He 
raised their heads; I lower their heads very much, and put 
them profoundly under the influence of opium, and if there 
is much inflammation put on a bag of ice, and let them go 
up the ice bag on the 


who has taught this, but I think that when you have caught hernia. In the last fifteen years I have had twenty-five 


up the sac, and tied so much off,and pushed the pedicle back 
into the abdominal cavity you have cured at least that her- 
nia. With regard to dealing with the pillars of the ring 
subsequently, I have no great choice. Personally I do but 
one thing; draw the pillars of the sac together, and close 
them with kangaroo tendon. I believe that the natural 
channel for the cord and vessels is the better channel. So 
far as I am concerned, I prefer to put the cord and mem- 
branes untouched back into their natural channel and close 
the pillars of the rin 


over it, trusting to nature fora result. a little too much here, but we s 


cases, to say the least, and every one of them reduced at 
first, except five; five with gentle taxis, when they got so 
they were snoring with opium, they would go back; five I 
had to push back, and the rest all subsided of themselves. 
That is my experience. My treatment of hernia is similar 
to that spoken of, the radical cure, where it was strangu- 
lated, if it had been very long. You ean have that experi- 

ence for what it is worth. 
Dr. Kurtz, of California—I hope I may be excused ifI talk 
ould not pass this subject 


Dr. E. Griswo_p, Pennsylvania—There is one condition | without mentioning the name of K45lliker, and his operation 
which we encounter sometimes, especially those of us who in connection with radical cure, or in connection with the 
go into the country to do surgical work and do hernia ope- operation for radical cure of hernia. All the other authors 


rations, that has not been discussed. 


As itis one of the most have been named, but KOlliker has not. 


His operation is 


important conditions with which we can meet, and one very simple, and I think it is just as efficient as any other. 
which I met with, unfortunately, not a great while ago,I am It simply displaces the sac and disposes of the sae in such 
anxious to have the sentiment of those who are accustomed an excellent manner that it will be a protection to the ring. 


to operate, and especially such men as Dr. Marcy in regard 


The incision is made right down upon the sac; the sae is 


to the matter, and that is in cases where gangrene is really then thoroughly dissected from the cord; it is pulled out 


a gait or so apparently likely to come as to make it doubt- 
ul whether it is proper to return the gut, or create an arti- 


ficial anus. About a year ago last month I was called a dis- 


away beyond its constriction, and pete oy dissected off 
from the cord. Then the finger is entered in the hole, into 
the canal, the same as in the ordinary herniotomy, right to 


tance of fifteen miles one evening to a lady, 68 years of age, | the internal ring, a button-hole is made to the remaining 
who was very thin and who had a recognized femoral hernia | structure, a little incision sufficient for the use of a pair of 


on the left side which had not been recognized or even been 
diagnosed. You all know, who have been accustomed to 
deal with femoral hernia, how difficult it is sometimes to be 
certain what you have got. The tumescence is so very small, 
and sometimes the pain is trifling and the nausea and vomit- 
ing so long postponed, that there is a sort of hope enter- 
tained by the medical attendant and friends that there is 
nothing serious the matter, and that dallying along as we 
did in that case,from Sunday until Thursday evening is al- 
lowed. When I got there I made the diagnosis. It happened 
I had two or three very skilful men with me to help me. I 
made the diagnosis of strangulated femoral hernia on the 
right side. The case was an old lady with thin muscles, 
feeble constitution, rapid pulse and she was vomiting con- 
siderably and suffering some pain. . I operated by lamplight 
the best I could. WhenI got down to the gut, you know 
how small it is in a case of femoral hernia, but there it was, 
a little knuckle about the size of my finger nail, and it was 
so discolored and apparently defective in circulation that I 
hesitated about returning it. I really thought we ought to 
make au artificial anus. However, it was concluded to take 
the risk and return it. The stricture was not very hard to 
overcome but I made use of considerable force in returning it. 
I returned it and she did very well for between two and three 
weeks. I went away to Omaha to attend the National Asso- 
ciation of Railroad Surgeons, and when I got back to Penn- 
sylvania afterwards when I called I learned that there was 
a little opeuing which had formed in the lower end only a 
day or so, and had an escape of gas now and then. Finally 
it closed up and remained closed for three or four weeks, 
but in the meantime, before it closed there were times when 
it was extremely difficult to get the bowels to act. It seemed 
as if there was contraction and constriction going on, and I 
was prepared to make interectomy, although I was afraid 
that the woman would not be able to withstand it. So it 
was postponed, and as I stated, it closed up and remained 
closed for three or four weeks,and then it opened again, 
when I got her bowels so that they could be moved without 
a great deal of difficulty, and from that on she has been able 
to live although she has still a sinus. Now the question is 
with me, What shall a surgeon do in a case such as that? 
Shall he do as I did, or shall he take the risks of operating 


forceps. With these forceps you get hold of the sac and pull 
that through this little button-hole and twist it thoroughly. 
Upon the structure you place the sac and now close up the 
hole, from the pillars down to the very end. You may use 
either subcutaneous sutures, or deep sutures; I prefer the 
deep sutures, whether catgut or kangaroo tendons,or any 
other superficial sutures ; the deep suture should take every- 
thing, the sac included, except the superficial fascia and 
skin. Then the superficial fascia and skin is sutured over 
with silk. This may also be closed with collodium, and no 
drainage is, as a rule, needed. 

Dr. Josern Ransonorr, Cincinnati, Ohio—I think the return 
of a hernia that is in the least doubtful, is one of the gravest 
mistakes that a surgeon can possibly make. Furthermore, 
in such a case as one of the gentlemen mentioned where the 
area of gangrene is very small, not larger than a finger 


nail, the whole thing can be turned in and treated as a bul- 


let wound is treated. 

Dr. A. E. Rockey, Portland, Oregon—I have nothing to 
add, except in answer to the gentleman in reference to large 
hernias and the improbability of reducing them. I have 
operated a few very large hernias and have known that in 
the majority of these the principal mass was omentum which 
was ligated, and no considerable difficulty was found in re- 
ducing the hernia. One of these was that large, irreducible 
hernia I have spoken of. That was congenital, and had ex- 
isted for seventeen years and extended clear down almost 
to the knee. I think that one who-operates much on hernia 
would not hesitate because the hernia was large and because 
it was irreducible. 

Dr. H. O. Marcy, Boston, closed the discussion by exhib- 
iting some drawings he had made on the blackboard during 
the debate, and explaining the same to illustrate his posi- 
tion in regard to the treatment of these cases. He believed 
kangaroo tendon to be the best suture that could be used, 
and said he could not too strongly emphasize the impor- 
tance of hermetically sealing the wound and the use of 
aseptics. 

On motion, the session was continued for half an hour, 
which was used by Dr. GeorGe F. Surets, San Francisco, in 
the reading of a paper prepared by him entitled, “ A Plea 
for the better Teaching of Anatomy.” 
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A BILL TO REGULATE PRACTICE OF MEDICINE. 


[JuLy 7, 


A Bill to Regulate the Practice of Medicine and 
Surgery in the District of Columbia. 


The Medical Society of the District of Columbia, at its last 
meeting entered upon a discussion of the bill to regulate 
the practice of medicine and surgery in the District of Col- 
umbia, to license physicians and surgeons and to punish 
persons violating the provisions thereof in the District. 
The bill is as follows: 


Wuereas, Because of the absence of a law to ascertain 
the qualification of individuals desiring to practice medicine 
and surgery in the District of Columbia, it is made a resort 
of persons who are excluded from the practice of medicine 
and surgery in other States by lawsin said States requiring 
evidence of such qualification. 

Be it enacted, etc., That the Commissioners of the District 
of Columbia shall appoint a board of examiners, which shall 
be known as the board of medical examiners of the District 
of Columbia; said board shall consist of nine members, five 
to be selected from a list of not less than ten names sub- 
mitted by a majority vote, at some regular meeting of. the 
Medical iety of the District of Columbia, three homeo- 
paths to be selected from a list of not less than six names sub- 
mitted by a majority vote at some regular meeting of the 
Washington Homeopathic Medical Society, and one eclectic 
to be selected from a list of not less than two names sub- 
mitted by a majority vote at some regular meeting of the 
Eclectic Medical Society of the District of Columbia; ofthe 
members of the board first “4 pours three shall be ap- 
pointed for one year, three shal appointed for two years 
and three shall be appointed for three years, and thereafter 
each member of said board shall be appointed for a term of 
three years, or until his successor is appointed; provided 
that no member of said board shall serve more than two 
terms in succession; that no member of said board shall 
have been engaged in the practice of medicine and surgery 
in the District of Columbia for less than ten years at the 
time of his appointment, and that no member of said board 
shall be connected with any college or university having a 
medical department; and provided further, that the Com- 
missioners of the District of Columbia may at any time re- 
move any member of said board, upon petition by the med- 
ical society by which such member was first nominated, and 
that in case of the death, resignation or removal of any 
member, the vacancy for the unexpired term of said mem- 
ber shall be filled in the same manner as other appoint- 
ments are made. 

DUTIES OF MEDICAL EXAMINERS. 

That each member of said board of medical examiners of 
the District of Columbia shall, before entering upon the 
discharge of his duties, take an oath to fairly and impar- 
tially administer the provisions of this act; said board shall 
elect a president, a vice-president, a secretary and a treas- 
urer; it shall have a common seal, and the secretary shall 

empowered to administer oaths in taking testimony upon 
any matter pertaining to the duties of said board; said 
board shall hold npodnn, for examination in the city of 

ashington on the second Thursday in January, April, July, 
and October of each year and continuing so long as may be 
necessary to examine all applicants, and at such other 
times as a majority of the board may deem expedient ; said 
board shall keep an official record of all its meetings, also an 
official register of all applicants for examination for a 
license to practice medicine and surgery in the District of 
Columbia ; said register shall show the name, age and place, 
and duration of residence of each candidate, the time he or 
she has spent in medical study in or out of medical school, 
and the names and locations of all medical schools which 
have granted said applicant any degree or certificate 
of attendance upon lectures in medicine and shall show 
the school of medicine which the applicant desires 
to practice; said register shall also show whether such 
applicant was rejected or licensed under this act ; said reg- 
ister shall be prima facie evidence of all matters contained 
therein ; it shall be the duty of the secretary of said board 
to mail to the address of each applicant a notice of the time 
and place of examination; said notice shall be mailed not 
less than seven dave before the examination and at a longer 
period if requested by the apoliennt at the time of making 
application ; said board shall make such rules and regula- 
tions as they may deem necessary to carry into effect the 
provisions of this act ; said rules and regulations, when ap- 
proved by the Commissioners of the District of Columbia, 
shall have the full force and effect of law; provided that 


said board may elect a secretary from other than its own 
members, and when so elected said secretary may be re- 
moved at any time by a majority vote of said board. 

That from and after the passage of this act all persons de- 
siring to practice medicine an pareeey in any of their 
branches in the District of Columbia shall apply to the said 
board of medical examiners for a license so to do; appli- 
cants shall submit to examination upon the following named 
branches, to-wit: Anatomy, physiology, chemistry, pathol- 
ogy, materia medica and therapeutics, hygiene, histology, 
practice of medicine, surgery, obstetrics and gynecology, 
diseases of the eye and the ear, medical jurisprudence and 
such other branches as the board may deem advisable; said 
board shall not examine any applicant until satisfactor 
proof is furnished that he is of good moral character an 
over 21 years of age; nor until he has presented a diploma 
conferring upon him the degree of doctor of medicine issued 
by some medical college authorized by law to confer such 
degree, provided that said diploma if issued prior to J uly 1, 
1897, shall be accompanied by satisfactory evidence that 
said applicant has studied medicine and surgery for not less 
than three years prior to the issue thereof, and if issued sub- 
sequent to June 30, 1887, shall be accompanied by satisfactory 
evidence that the applicant has studied medicine and surgery 
for not less than four years prior to the issue of said diploma. 
All examinations shall be both scientific and practical, but 
of sufficient severity to test a candidate’s fitness to practice 
medicine and surgery. 


ISSUE OF LICENSES, 


That each application for a license shall be made to the 
secretary of said board of medical examiners upon a form 
prescribed by said board and approved by the Commis- 
sioners of the District of Columbia, and shall be accompan- 
ied by a fee of $20; each application shall be in the hands 
of the secretary of said board not less than two weeks before 
the day set for examination; each application shall state 
the full name and address of each applicant, his or her age, 
the place and duration of residence of said applicant, the 
time he or she has spent in the study and practice of medi- 
cine in or out of medical schools and hospitals, the names 
and locations of all medical schools which have granted said 
applicant any degree or certificate of attendance upon lec- 
tures in medicine and surgery, the school of medicine which 
the applicant desires to practice, and such other informa- 
tion as the board may require; said information shall be 
furnished under oath; any application may be rejected for 
refusal to furnish any of the information called for or for 
other irregularity ; each application.shall be kept on file by 
the secretary of the board. 

That examination shall be in writing ; in all examinations 
the questions must be, except in practice of medicine and in 
materia medica and therapeutics, such as can be answered 
in common by all schools of taped and if the applicant 
intends to practice homeopathy or eclecticism, the member 
or members of said board of the schools selected by him shall 
examine said applicant in practice of medicine and in ma- 
teria medica and therapeutics; the votes of all examiners 
shall be “Yes” or “No” for the respective branches and writ- 
ten with their signatures upon the backs of the examination 

apers of each candidate; said examination papers shall be 

ept on file by the secretary of said board for five years and 
shall be prima facie evidence of ail matters contained 
therein. 

That if any applicant shall pass such examination as is 
hereinbefore provided for in a manner satisfactory to seven 
members of said board of medical examiners of the District 
of Columbia, said board shall issue a license, signed by the 
president and secretary thereof, and attested by its seal, 
which shall entitle said applicant, after it has been regis- 
tered as hereinafter provided, to practice medicine and sur- 
gery in the District of Columbia; any applicant refused a 
license by said board for failure on examination may, by 
depositing $15 with the treasurer of said board, to cover the 
cost thereof, appeal from the decision of said board to the 
appointing power thereof, who may thereupon appoint a 
medical committee of review, consisting of three members, 
one from each school of medicine, none of whom shall have 
been engaged in the practice of medicine in the District of 
Columbia for less than ten years, nor be connected with any 
college or university having a medical department, who 
shall examine the examination papers of said applicant and 
from them determine whether a license should issue, and 
their decision shall be final; each member of said commit- 
tee shall receive for the examination of the papers of each 
candidate the sum of $5; if said committee by a unanimous 
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vote reverse the finding of said board, the board shall there- 
upon issue a license to the applicant,and the treasurer of 
said board shall return to said applicant all money depos- 
ited by him to cover the cost of said mY age and shall pay 
the cost {of said appeal out of the funds a to the 
said board ; if, however, the finding of said board is not re- 
versed by said committee of review, the cost of said appeal 
shall be paid by the treasurer of said board out of such funds 
as may be in his possession as a deposit made by ss 
to cover the cost of said appeal; all licenses issued by said 
board shall be numbered consecutively and a register shall 
be kept by the secretary showing the number of each license, 
the date of issue and to whom issued. 
REVOKING A LICENSE, 


That the board of medical examiners of the District of 
Columbia may, ns a vote of seven members, refuse to grant 
or may revoke,a license, or may cause the name of any per- 
son to be removed from the record of the Supreme Court of 
the District of Columbia or from the register of the health 
office, or from both, for the following causes, to-wit: Chronic 
and persistent inebriety, the practice of criminal-abortion, 
conviction of crime involving moral turpitude, or for pub- 
licly advertising ability to treat or cure diseases. In com- 
plaints under this section the accused shall be furnished 
with a copy of the complaint and be given a hearing before 
said board in person or by attorney. Said board may at any 
time within two years from the refusal or revocation of a 
license or the cancellation of registration under this section, 
by a unanimous vote, issue, without examination, a new 
license to the physician so affected, restoring to him all the 
rights and privileges of other physicians licensed under this 
act 


That any person receiving a license as hereinbefore pro- 
vided shall have it recorded in the office of the clerk of the 
Supreme Court of the District of Columbia within three 
months from the date of said license, and the date of record 
shall be indorsed thereon by said clerk; and the holder of 
the license shall pay to the recording clerk a fee of 50 cents 
for making the record ; the holder of said license shall, after 
the same has been recorded, exhibit the same at the health 


office, and register, in a book provided for that purpose, his agai 


name and address. Whenever a license is revoked by said 
board, the secretary thereof shall report that fact in writing 
to the clerk of record and to the health officer of the Dis- 
trict of Columbia, who shall thereupon cancel such regis- 
tration. 

That this act shall not apply to commissioned surgeons of 
the United States Army, Navy or Marine-Hospital Service, 
nor to regularly licensed physicians and surgeons in actual 
consultation from other States or Territories, nor to regu- 
larly licensed pogaiions and surgeons actually called from 
other States or Territories to attend specific cases in the 
District of Columbia, nor to any physician now registered 
at the health office of the District of Columbia, nor to den- 
tists in the legitimate exercise of their profession, nor to 
midwives registered at the health oftice of the said District in 
the management of uncomplicated cases of obstetrics, nor 
to the treatment of any case of actual emergency, nor to the 
use of ordinary domestic remedies without any fee, gift or 
consideration of any kind being given in return therefor. 

WHO IS A PHYSICIAN. 


That any person shall be regarded as practicing medicine 
and surgery within the meaning of this act who shall append 
the letters M.D. or M.B. to his or her name, or who shal! pre- 
scribe, advise or apply for the use of any person or persons, 
any drug or medicine or other agency, or who shall perform 
any operation, for the treatment, cure, or relief of any bod- 
ily injury, infirmity or disease, or who shall publicly profess 
to do any of these things. 

That from and after the passage of this act any person 
practicing medicine and surgery in the District of Columbia 
without having first obtained a license to so do and regis- 
tered the same as herein provided, or in violation of any of 
the provisions of this act, or of a of the rules or regula- 
tions made by authority conferred by section 2 thereof, or 
after his license, or registration, or both, has been canceled 
by order of the board of medical examiners of the District 
of Columbia, shall be deemed guilty of a misdemeanor and, 
upon conviction thereof, shall be punished for each offense 
by a fine of not less than fifty nor more than five hundred 
dollars, or by imprisonment in the District jail for a period 
of not less than ten nor more than ninety days, or by both 
such fine and imprisonment. It shall be the duty of the 
United States district attorney for the District of Columbia 
to prosecute all violations of the provisions of this act. 


That the secretary of the board of examiners shall be paid 
for taking testimony the same fee that is allowed to an ex- 
aminer in chancery for the same service ; the expense of the 
said board and of the examinations shall be paid from the 
license fees herein provided for, and if any surplus remain 
on the 30th day of June of each year, the same may be 
divided among the members of said board, pro rata to the 
number of examinations at which they have been present 
during the preceding year. That all acts or parts of acts, 
general or special, now existing not in accordance with the 

rovisions of this act, or inconsistent herewith, be and are 
repealed. 


BOOK NOTICES. 


Biogra American Physicians and Surgeons. 
fine Portraits. Edited by 
R. Frencu Srone, M.D. Published by Carion & Hollen- 

beck, Indianapolis. Pp. 729. 1894. 

Since the publication of the remarkable work of James 
Thatcher, (Boston, 1828) on American Medical Biography, 
works on this subject have not been numerous, but three 
important works having appeared in three score years, Will- 
iams, Gross and Atkinson. There have been many smaller 
works, such as Toner’s “Medical Men of the Revolution,” 
and medical men of certain States and circumscribed local- 
ities by various authors, but the fact remains that a syste- 
matie work on American medical biography has appeared 
once intwenty years. Noneof them have passed to a second 
edition and it is more than likely than none of them have 
been profitable either to the author or the publisher. A 
curious coincidence is noticed; in the work of Dr. Stone, 


form 
“When at length, in 1857, a sufficiency of material was secured to 
a large volume, the monetary crisis suddenly occurred, prostrating all 
‘branches of business, and thus effectually 


history. 

The introductory by Dr. Stone is admirable in style, inter- 
esting, and highly instructive. It consists of a “general 
review of the progress and present condition of medical 
science and medical practice in the United States of Amer- 
ica,” and the subject is exhaustively treated. The author 
concludes the introductory by a plea for the creation of a 
Department of Public Health as a fitting conclusion of the 
work of the present century of American medicine. 

Like all works on biography which include an account of 
the living, the material has been very largely compiled, but 
the vast store of material has been carefully edited by Dr. 
Stone, and leaves no just ground of criticism ; while there 
are a few names included that may be of questionable 
“eminence,” yet it is doubtful if any work including living 
men has been more carefully expurgated. 

We congratulate Dr. Stone on the completion of this truly 
great work, and as “history is philosophy teaching by 


examples,'” and “biography the heart of history,” so this 
heart of the medical history of our time should be read and 
studied by every progressive American physician. Books 
of this kind as a rule do not pay, and the author of a work 


1 Bolingbroke, On the Study and Use of History. 


| 
| | 
| 
| | 
d 
q 
| 
| 
‘on page vi. of the preface it is stated that: ies 
“When at length, in the spring of 1893,a sufficiency of materia was 
gathered to form a large volume, the financial panic suddenly Secured, 
trating all branches of business, and this also for a time operate: 
nst its more rapid completion. This statement it is considered nec- 
essary to make in order to show that the unlooked for delay in oo 
appearance of the work was not occasioned by any fault, neglect or m a 
| management of the editor who never for a moment despaired of the 
| enterprise, and who has been unceasing in his efforts to urge it on to 
| final completion.” 
| Dr. Gross in the preface to his “Lives of Eminent Ameri- 
can Physicians and Surgeons of the Nineteenth Century, 
| (Philadelphia, 1861), says: 
| make in order to show that the delay in the appearance or th oF 7 as 
hot occasioned by any fault, neglect or mismanagement of t + t ‘ ‘—4 
| Who never for a moment despaired of the enterprise, but did all he 
| could to urge it on to final completion.” ‘eal 
. 
_ It is thus that history repeats itself—even medica 
| 
| 
} 
| 
| 
| 
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of this character, a volume devoted to the story of the 
achievements of the profession itself, should receive at the 


Dr. Phillips who is personally well known in America 
through his attendance upon the International Medical 


hands of his brethren that financial encouragement which 
only a subscription to the work can give. 


An International System of Electro-Therapeutics for 

General Practitioners, and Specialists. By Horatio R. Bicr- 

Low, M.D.,and Thirty-eight Associate Editors. Illustrated. 

Philadelphia: The F. A. Davis Company. London: T. J. 

Rebman. Cloth. 1894. 

This bulky volume is the result of an attempt to bring up 
to date the knowledge of medical electricity. The well- 
known men who have contributed to it, are recognized as 
advanced workers on the subject, and asa general rule their 
statements may be admitted as correct. If there are over- 
claims made by enthusiasts for the uses and advantages of 
electricity in therapeutics, it must be laid to the fact that 
electricity, like many other branches of medicine, is far from 
being an exact science. 

The book consists of a series of essays; the first is by 
Prof. Wm. J. Herdman, of the University of Michigan, and 
it furnishes an excellent introduction. Prof. Herdman says: 

“Tt is useless for an instructor to attempt the inculcation 

of therapeutic rules in the use of electricity to a class not 
familiar with the physical differences between frictional, 
voltaic and induced currents; and it is worse than useless 
for the members of that class to attempt the application of 
such instruction to the patient if they are unfamiliar with 
the management of the machinery by which such different 
forms of electric energy are applied. Such attempts are 
but doomed to ignominious failure, discouraging the physi- 
cian and disgusting the patient, while the abused agent 
bears the blame until better methods prevail.” 
- The author then follows with a well considered and pow- 
erful plea for special instruction in electro-therapeutics in 
our medical colleges. This instruction to be preceded by a 
well grounded knowledge in the physics of electricity and 
magnetism. There is no doubt that ignorant application of 
electricity has not only done harm to the innocent patient, 
but has brought much Giscredit on electro-therapeutics. 

The careful reading of these essays will be very useful to 
nearly every practitioner of medicine and surgery. There 
are some statements, like those concerning the treatment of 
stricture of urethra for example, that are not yet accepted. 
To establish the truth of a given proposition, the experi- 
ments on which the proposition is based must be corrobo- 
rated by some one, beside the original experimenter, and 
from identical experiments, the same results should be ob- 
tained. Surgeons generally have not been able to duplicate 
the excellent results in urethral surgery reported by New- 

man, and there is therefore much skepticism as to the abso- 
lute accuracy of his statistics. Medical statistics, like the 
soundness of an egg, should be above suspicion. 

The volume as a whole (a disjointed collection of essays), 
will be found very useful to practitioners; bristling with 
electric flashes and sparkling with new thoughts, but it is 
not at all adapted for use as a text-book by medical stu- 
dents. Its form would preclude its use as a text-book, if 
there were no other reason. Its curious style of paging 
(modeled on that of Sajous’ Annual), is rather unpleasant, 
although the copious index makes up for the deficiency toa 
considerable extent. The illustrations are fairly executed, 
and are sufficient to elucidate the text. 


By Cuarces D. M.D.. LL.D., 

(Edin). Second edition. London: J. & A. Churchill. Pp. 

898. Cloth. 1894. 

It is a pleasure to examine a book written with such care, 
and so well printed that each page looks like a work of art. 
The art of printing from types has advanced but little in 
the past three centuries, and in examining some of the 
books that come to our table, we feel sure that the mechan- 
ical part of bookmaking has upon the whole materially 
degenerated since the days of Peter Guttenberg and John 
Aldus. 


Congress of 1877, has produced a highly creditable work. 
The present edition has taken account of the many changes 
in the knowledge of the subject since the issue of the former 
edition in 1882. Duecredit is given American investigations. 
From a London standpoint, and writing for a British con- 
| stituency, it is perhaps hardly necessary to mention Amer- 
ican mineral waters, natural baths, and therme, and one 
may look in vain for a single reference to an American 
water—we are of opinion that our own countrymen are 
largely to blame, for not reporting the therapeutic results of 
our own waters, and with the exception of the Sanitarian, 
few of our medical journals have given any attention to the 
subject. Much space is given to continental waters, and 
medicated baths by Dr. Phillips. We commend the work 
as one of the most clearly written, and satisfactory works on 
the materia medica, pharmacology and therapeutics of the 
inorganic substances with which we are acquainted. The 
addition in their proper place of some of the well established 
American waters, would add much to the value of the book 
for American readers. 


A Compend of the Practice of Medicine. By Danie E. Hucues, 
M.D. Fifth Physicians’ Edition. Thoroughly revised and 
enlarged, including a very complete section on skin dis- 
eases and a new section on mental diseases. Philadelphia: 
P. Blakiston & Co. Chicago: The W. T. Keener Co. 1894. 
Pp. 568. Full morocco, gilt, $2.50. 


This book is one of the best of its class, indeed, it is now 
so complete as scarcely to be classed with the compends. 
We notice, however, that the author fails to make use of 
modern bactericlogy to any great extent in his pathology, 
and antiseptic therapeutics finds no place. The author also 
uses the old system of weights and measures in his prescrip- 
tion writing, although he occasionally gives parts by weight. 
We trust that with the next revision these blemishes on an 
otherwise excellent book, will be corrected. 

The publishers have left nothing to be desired ; good paper, 
clear type, handsome binding, and gilt finish have made a 
volume as pleasing to the eye as its contents are instruc- 
tive. 


Womanhood and Childhood. Plain talks to Non-pro- 
fessional Readers Relative to Healthy and Diseased Con- 
ditions Peculiar to Women and Concerning the Care of 
Young Children. By Henry Bixpy Hemenway, A.M., M.D. 
Pp. 290. Cloth. Evanston, Ill.: V. T. Hemenway « Co. 
Sold by subscription. Price $2. 

This is an extremely outspoken little book, so much so 
that we doubt the expediency of having it read by “all 
classes of society.” It contains much valuable.information, 
but a book which contains such chapters as that on the 
“Hygiene of the Marriage Bed,’ and on the “prevention 
of conception,” et ceterz, is scarcely one to be chosen for 
the parlor library. For mothers whether old or young the 
book will be found very useful and instructive, but it would 
be out of place in the hands of youths of either sex. 

As a work on popular hygiene, within its limits, its pre- 
cepts are founded on common sense, and sound medical 
theory. We feel sure that the public would be benefited if 


it could be placed in the hands of all parents capable of 
reading it understandingly. . 


Practical Lectures in Dermatology Comprising a Course of Fifteen 
Lectures Delivered at the University of Vermont Medical 
Department during the Session of 1892 and 1893. By Con- 
pick W. M.S., M.D. S8vo., cloth. New York and 
London: Published by G. P. Putnam’s Sons. 1894 
This little work contains in convenient form the outlines 

of the subject of dermatology. It is elementary, but on 

that account will be found useful to students, and to those 
practitioners away from great libraries, whose text-books 
are a little the worse for the lapse of time since they were 
published. The author is a little short-sighted it seems to 
us, in omitting to translate the antique British weights and 
measures in his prescriptions,into the decimal system—now 
made official by the last Pharmacepcia. With that excep- 
tion the student may safely study the book. 
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MEDICAL PRACTICE IN THE DISTRICT OF 
COLUMBIA. 

Although it is not strictly accurate to assert, as is 
done in the preamble to the act to regulate the prac- 
tice of medicine in the District of Columbia—the 
text of which will be found in this issue of the Jour- 
nAL—that there has been hitherto no “law to ascer- 
tain the qualifications of individuals desiring to prac- 
tice medicine and surgery in the District,” it is un- 
questionably true that the District has become “a re- 
sort of persons who are excluded from practice in 
other States by laws in said States requiring evidence 
of such qualifications.” Asa matter of fact and of 
history the Medical Society of the District has been, 
for over half a century, charged with a duty in this 
respect. By an act of Congress, approved July 7, 
1838, the Society was authorized to elect a board of 
examiners who were empowered “to grant licenses to 
such medical and chirurgical gentlemen as they may, 
upon a full examination, judge qualified to practice 
the medical and chirurgical arts;” and it was for- 
bidden, after the appointment of such board, to prac- 
tice in the District without said license. The act 
was vague and inoperative in many respects; those 


-already in practice in the District were exempted 


from its operation ; newcomers who could produce “a 
diploma from a respectable medical college or a 
board of examiners established by law” were also ex- 
empt; while the sole penalty for others who entered 
upon practice without the license was a prohibition 
against the collection of “any fees or reward for the 
same by any process of law’—a prohibition which 
was seldom, if ever, enforced, although a majority of 
those engaged in practice obtained licenses pro forma. 

While the new law is by no means perfect it is a 
step in the right direction, and, if judiciously and 
vigorously enforced, its operation should serve to ex- 
clude unqualified practitioners from the District in 


the future. Some of its provisions are admirable, as, 
for example, that by which the diploma is made 
merely the passport to an examination, carrying with 
it no higher claim to recognition—the applied test of 
qualification being examinations in the entire curric- 
ulum of medical study, which ‘examinations shall 
be both scientific and practical, but of sufficient 
severity to test a candidate’s fitness to practice medi- 
cine and surgery.” So, too, the provision by which 
the diploma, if issued prior to June 30, 1897, must be 
accompanied by satisfactory evidence that its issue 
was preceded by not less than three. years’ study of 
medicine and surgery ; and, if after that date, by such 
evidence of not less than four years’ such study. 
Section 7, in which are defined the causes for which 
a license to practice may be refused or revoked, will 
relieve the Board of an embarrassment which besets 
similar Boards operating under laws which are less 
specific on this point. The District Board may re- 
fuse or revoke license and otherwise disqualify for 
practice for any of the following causes: Chronic and 
persistent inebriety; the practice of criminal abor- 
tion; conviction of crime involving mora] turpitude ; 
publicly advertising ability to treat or cure disease. 
This is, probably, as far as it is necessary to go and 
the authority thus clearly conferred upon the Board 
should result in excluding the notoriously unfit and 
unworthy from practice in the District. 

The obvious defects in the act fall within the cate- 
gory of those commented upon in the editorial en- 
titled “Schools of Practice,” in the JournaL of last 
week. Three different “schools of medicine” are rec- 
ognized, both in the composition of the Board of Ex- 
aminers and in the examinations; and connection 
with a medical teaching and graduating institution 
is no bar to membership. The objections to these 
two points were urged in the editorial referred to, 
and there need be nothing further said on the sub- 
ject, except to call attention to the fact that in the 
original draft of the act it was provided “that no 
member of said Board shall be connected with any 
college or university having a medical department.” 
This provision was stricken from the act before its 
passage—probably because its retention would have 
excluded so many of the profession in the District. 
Some compensation is made, however, in Section 6, 
which provides for the creation of a “ Medical Com- 
mittee of Review,” none of whose members shall be 
“connected with any college or university having a 
medical department”—and to which reviewing body 
appeal may be taken by any applicant refused license 
by the Board of Examiners. 

On the whole, the act is a distinct gain both for 
the profession and for the public of the District of 
Columbia. 


Blank Applications for membership in the Association, 
at the Journat office. 


*ubseriptions may begin at any time and be sent to 
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THE SANITY OF PRENDERGAST. 

The second trial of the assassin PRENDERGAST who 
foully murdered the Mayor of Chicago, Mr. CarTER 
H. Harrison, last autumn, resulted in a verdict by 
the jury that the prisoner had not become insane 
since his conviction and sentence. 

On the part of the public there is apparently not 
only no desire to “go behind the returns,” but a de- 
mand for speedy justice by the application of the 
lex talionis. 

At the first trial, the plea of insanity was set forth 
with great ability by the counsel for the prisoner, and 
“experts” were put upon the stand to give testimony 
for and against the lunacy of the assassin. The jury 
then decided that the prisoner was sane and fully 
responsible for his acts, and thereupon, in due course 
the judge pronounced sentence upon him. 

The relatives of the assassin were not idle. His 
counsel in due time served notice on the Court that 
the prisoner had become insane since the trial, and 
after much discussion, the question of his alleged 
insanity again came to the front with the usual tedi- 
ous torturing of the testimony of the hapless medi- 
cal expert. 

There will be a sense of relief that there is a fair 

prospect of ridding the world of such a monstrosity 
as PRENDERGAST, and whether these wretches are sane 
or insane, it can not be denied that the world will be 
better off when its PReNpDERGAsTs and Santos shall 
have taken leave of it. We can well spare assassins 
from our midst, and sympathy might much better 
be expressed with the State, and the families of the 
victims, than with the murderer. 
. It is impossible to entirely lose sight of the mag- 
nitude of the crime committed in the examination 
of this question, and it is an evident truth that if the 
peace of society is to be maintained, laws respected, 
and the State preserved, we must not obtrude a de- 
fense of technical insanity to shield the perpetrator 
from the consequences of his crime. The insanity, 
when valid as a defense, should be clear and distinct. 
There are worse perils for a country than the execu- 
tion of a criminal whose brain may be technically 
aberrant, and while one view of the humanities would 
naturally prevent the execution of a maniac, there is 
no excuse for preserving the worthless lives of these 
assassins who are simply eccentric. 


THE DEATH RATE OF ST. LOUIS. 

The following editorial article appears in the Med- 
ical Brief of St. Louis: 

We have just finished reading, with surprise and indigna- 
tion, an editorial in the JourNAL or THE AMERICAN MEDICAL 
AssocriaTton (May 26, page 813) giving a comparative list, 
in point of healthfulness, of the most prominent cities in the 
United States. 

Great stress is laid upon the salubrity of Chicago, the 
death rate being given at 17.8 per one thousand; while the 


other cities mentioned range from 20.54 per thousand for 
Baltimore to 24.48 for Philadelphia, St. Louis is conspicuous 
by herabsence. The reason for this omission will be found 
in the following letter from Dr. George Homan, City Health 
Commissioner: 


Sr. Louis, May 31, 1894. 

Dr. J. J. Lawrence, Editor Medical Brief, City: 

Dear Sir:—In answer to yours of 29th instant I have the 
honor to state that the annual death rate in this city, as 
calculated by the Health Department, is based on the last 
census enumeration (460,000)plus 4 per cent. annual increase, 
Sm would make the total population in 1893 about 520,- 


As thus reckoned the death rate per thousand for the 
municipal year ending March 31 last was 17.9. 

It is very easy for city officials to assume any convenient 
population figures that would suit their purpose and. thus, 
on paper, minimize the death rate; and it was because of 
this custom or liability that this department adopted the 
basis and ratio above mentioned, and publishes them in the 
monthly bulletin in order that those concerned may know 
on what the given percentages rest. 

Very respectfully yours, 
EO. Homan, Health Commissioner. 

St. Louis is unquestionably one of the healthiest of Amer- 
ican cities, her system of sewerage has no superior, she is 
blessed with pure water, the climate is unexcelled, and her 
death rate, calculated upon a known population, is only 17.9. 

In the JourNnAL article, which has called forth the 
above, the second paragraph, first column of page 814, 
begins: “Of other large American cities whose bills of 
mortality for 1893 are at hand,” etc. The bills of mor- 
tality for the city of St. Louis for 1893 were not at 
hand when the article was written, and there is a 
distinet disclaimer, in the phrase above italicized, of 
any attempt*to deal, with the death rate of all large 
American cities and an equally distinct avowal that 
the comparison was limited to those “whose bills of 
mortality for 1893 are at hand.” 

As a matter of fact there were before the writer, at 
the time of writing, the St. Louis mortality returns 
for the months of June, July, August, September and 
October only. These gave a total of 4,235 deaths 
for the five months, or an annual death rate for the 
period of 19.54 per thousand. This rate, as is shown 
by Dr. Homan’s letter, would have been much too 
high, and, therefore, St. Louis was omitted from the 
comparison, as were several other large cities whose 
returns were also incomplete. 

It is unnecessary to say that the JouRNAL has no 
intention and no motive for discriminating against 
or in favor of any city. 


THE JUDICIAL COUNCIL. 


Our esteemed contemporary, the Philadelphia Med- 
ical News, states that the question of the “conduct of 
the JouRNAL,” was referred to the Judicial Council 
and has not yet been decided by them. 

At the last meeting of the AssocraTion, the ques- 
tion of the action of the management of the JournaL 
in publishing certain advertisements was considered 
by the Judicial Council, and after a full hearing in 
the matter, the Council decided to leave it as here- 
tofore in the hands of the Trustees. 


| 
| 
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MALICIOUS JOURNALISM. 
We observe the following in our usually carefully 
edited contemporary, the New York Medical Record of 
June 30: 


The JoURNAL OF THE AMERICAN MEDICAL ASSOCIATION pub- 
lishes this fortuitous: combination of items: 

“The American Academy of Medicine will meet in Jeffer- 
son, N. Y., August 29 and 30.” 

“RK. In debility from seminal losses, elixir nutrans, 3viij. 
Sig. Dessertspoonful four times a day, after meals and 
at bed-time.” 


As this journal never published any such item, we 
at first concluded it a silly attempt at a joke by some 
compiler, but searching through our file of exchanges 
we found the following in the St. Lowis Medical 
Review of June 16: 


The American Academy of Medicine will 
meet in Jefferson, N’ H., August 29 and 30. 


' No man in his senses, having the page before him, 
could have mistaken the type for that of this jour- 
nal, and we are rather reluctantly forced to conclude 
that the Record man deliberately published this state- 
ment and purposely gave a wrong credit. 

The Record owes not only the JouRNAL OF THE 
AMERICAN MEDICAL ASSOCIATION, but its own readers 
a prompt correction. 


CONSTRUCTION OF RELIEF DEPARTMENT 
CONTRACT. 

The growth and multiplication of railroad and 
other corporations employing large numbers of per- 
sons in more or less dangerous occupations, has led 
to the formation, in many instances, among, or for 
» such employes, of aid associations or relief depart- 
ments. The Burlington Voluntary Relief Depart- 
ment is such an organization, of a very peculiar con- 
stitution. Its scheme is that the employes of the 
Chicago, Burlington & Quincy Railroad Company 
and certain other associated companies shall con- 
tribute certain amounts from their wages to consti- 
tute a species of insurance fund to be paid out to the 


employe in case of injury, or to the beneficiary named | _ 


by him in his application for membership, in case 
of bis death. The railroad company furnishes the 
clerical force for the management of the department, 
keeps the custody of the funds, pays to the associa- 
tion interest upon monthly balances, and also guar- 
antees the payment of losses. A member of this 


association agreed that, in consideration of the 
amounts paid by the company, the acceptance of 
benefits for injury or death should operate as a re- 
lease and satisfaction of all claims for damages 
against the Company, arising from such injury or 
death, which could be made by him or his legal rep- 
resentatives. He was killed in an accident upon the 
railroad. The beneficiary named was his widow, who 
accepted the benefit, and by instrument in writing, 
received it “in full satisfaction and discharge of all 
claims or demands on account of, or arising from, 
the death of said deceased, which I now have, or can 
hereafter have,” against either the relief fund or the 
railroad company. Subsequently, as administratrix, 
she brought suit for damages against the railroad 
company on behalf of herself and children. Under 
these circumstances, the Supreme Court of Nebraska 
holds, in the case of Chicago, Burlington & Quincy 
Railroad Company v. Wymore, decided May 15, 1894: 
1, that the deceased’s contract did not, of itself, 
waive a right of action; 2, that neither that contract, 
nor the acceptance of the money or release of liabil- 
ity by the widow, operated to bar aright of action by 
the administratrix on behalf of the children; 3, that 
her voluntary acceptance of the benefit, and release 
of the Company, did not operate to bar any action 
for her own benefit. The membership contract was, 
in effect, only that the beneficiary named therein 
might waive her right of action by accepting the 
benefit; but this action was not for the benefit of his 
estate, but for that of his widow and next of kin, and 
the measure of damages was not what he might have 
recovered, had he lived, but their pecuniary loss by 
reason of his death. Whether or not he could, by a 
compromise after the accident, before his death, de- 
prive them of their right of action, he could not con- 
tract away their right before the injury, and without 
their consent. Nor could he contract that the widow 
might, after his death, deprive the next of kin of 
their remedy. She had a right to compromise with 
the Company aftef her husband’s death, so far as her 
own rights were concerned, but that was all. 


SECTION REPRINTS. 

Gentlemen desiring copies of section reprints of 
particular sections will please send their names to 
the JouRNAL at once, unless they subscribed at the 
meeting. No section book will be published unless 
there are at least fifty subscribers for the volume. 


CORRESPONDENCE. 


Address of a Sanitarium in Adirondacks. 

To the Editor:—Will you be so good as to send to me the 
location and name of that sanitarium for phthisis in the 
Catskills or the Adirondacks? The man in charge has a 
French name, I believe. Very respectfully, 

N.H., P. 


Flic 
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ASSOCIATION NEWS. 


American Medical Association, 
Section oN SURGERY AND ANATOMY. 
Minutes of Meeting, 1894. 

The Section was called to order Tuesday afternoon, June 
5, 1894, at 2:10 p.m., Dr. John B. Roberts, of Philadelphia in 
the chair. In the absence of Dr. Floyd McRae, of Atlanta, 
Ga., Dr. Reginald H. Sayre, of New York, N. Y., was 
appointed Secretary. 

The chairman then delivered his address entitled, “Some 
Surgical Sins.” 

The following scientific papers were then read: 

“The Pathology of Malignant Growths,” E. Laplace, Phil- 
adelphia, Pa; read by title. 

“A Critique of the Sporozoan Theory of Malignant Neo- 

plasms from a Micro-technical Standpoint,” A. P. Ohlmacher, 

Recognition of Malignancy in Tumors,” 

Cc. A. Wheaton, Minn., Henry W. Coe, Portland, 
itle. 

of Early Surgical Interference in Malig- 

nant Tumors,” R. A. McLean, San Francisco, Cal. 

“The Value of Caustics in Malignant Growths,” John Par- 
menter, Buffalo, N. Y.; read by H.0O. Marcy, of Boston. 
L. Dunean Bulkley, New York, N. Y.; read by Secretary. 

“The Radical Cure of Malignant Tumors by Operation,” 
J. H. Wythe, Oakland, Cal. 

“The Galue of Inoculations with Septic or Toxic Agents 
in the Treatment of Malignant Neoplasms,” John A. Wyeth, 
New York, N. Y.; read by title. 

Discussed by Marcy, Boston; Shiels, San Francisco; 
Griswold, Pennsylvania; McLean, Detroit; Quimby, Kan- 
sas City ; Copeman, Iowa; Bulkley, New York; Ransohoff, 
Cincinnati; Rosenstirn, California. 

“Non-Malignant Stenosis of the Pylorus and Duodenum,” 
X. C. Scott, Cleveland, Ohio; read by title. 

The Chairman then appointed as a nominating commit- 
tee to nominate officers for the ensuing year, Drs. D. W. 
Graham, of Chicago and H. M. Sherman, of San Francisco, 
and as alternates on the executive committee to, take the 
place of Drs. J, M. Matthews, Louisville, Ky.,and W. E. B. 
Davis, Birmingham, Ala., Drs. Joseph Ransohoff, Cincinnati, 
Ohio, and Reginald H. Sayre, New York,N. Y. The Section 
at5 p.m. adjourned. When called to order at 9:10 a.m., June 
6, the discussion on “Tubercular Disease of the Joints,” took 
place. Papers on the “Early Symptoms and Diagnosis of 
‘Tubercular Joint Disease,” were read by Emmet Rixford, 
San Francisco, Cal.,and A. J. Steele, St. Louis, Mo., while 
that of A. B. Judson, New York, N. Y., was read by the Sec- 
retary. “The Conservative Treatment of Tubercular 
Joints,” was set forth by H. M. Sherman, San Francisco, 
-Cal., Reginald H. Sayre, New York, N. Y.,and a paper on 
the same subject by J. E. Thompson, Galveston, Texas, was 
read by title. 

The paper by R. W. Lovett, Boston, Mass., on the “Opera- 
‘tive Treatment of Tubercular Joints” was read by the Sec- 
retary. 

“The Treatment of Tubercular Joints by Injections of 
Jodoform” was considered by Stanley Stillman, San Fran- 
cisco, Cal.,and a paper on the same subject by Nicholas 
Senn, Chicago, Ill., and one on “Injection of Corrosive Sub- 
limate,” by R. H. Plummer, San Francisco, Cal., were read 
by title. The subject was then discussed by Drs. Sherman, 
California; Schoaler, lowa; Eagleson, Washington; Kurz, 


‘Colorado; Shiels, California; Sayre, New York, and Hunt- 


ington, California. 

A paper on “Common Errors in Prescribing and Apply- 
ing Mechanical Apparatus,” by A. E. Hoadley, Chicago, IIl., 
was then read by title. 

The Section was called to order at 2 p.m., and on motion 


-udjourned till 2:30 p.m. When called to order again the 


Nominating Committee presented the names of Dr. Joseph 
Ransohoff, Cincinnati, Ohio for Chairman and Reginald H. 
Sayre, New York, N. Y., for Secretary for the ensuing year 
and on a vote being taken they were declared elected. The. 
following scientific work was then transacted, it having 
been moved that papers of those not presént be read by 
title: 

Papers on “The Causation and Prevention of Hernia,” by 
James T. Jelks, Hot Springs, Ark., “The Management of 
Reducible Hernia,” by Emory Lanphear, Kansas City, Mo., 
and C. M. Fenn, San Diego, Cal., and “The Treatment of 


Irreducible Hernia,” by James B. Eagleson, Seattle, Wash., 
were read by title. 


“The Treatment of Strangulated Hernia,” by Joseph Ran- 
sohoff, Cincinnati, Ohio, was considered. 

“The Radical Cure of Hernia,” by W.E. B. Davis, Birming- 
ham, Ala., and H. O. Marcy, Boston, Mass., read by title. 

A. E. Rockey, Portland, Oregon, read a paper on “Some 
Observations on the Radical Cure of Inguinal Hernia.” 

These papers were discussed by Drs. Shiels, California; 
Rockey, lowa ; Horton, Tex.; Huntington, California ; Gris- 
wold, Pennsylvania ; Reynolds, Wisconsin ; Ransohoff, Ohio, 
and Marcy, Massachusetts. 

A paper on “ Concussion of the Brain,” by L. C. Lane, San 
Francisco, Cal., was then read, and then a paper on the 
“Treatment of Fractures of the Lower End of the Humerus,” 
by Oscar H. Allis, Philadelphia, Pa., was read by the chair- 
man. The following papers were read by title: 

“Treatment of Fractures of the Lower End of the Radius,” 
by P. S. Connor, Cincinnati, Ohio. 

“Treatment of Fractures of the Neck of the Femur,” by 
Bedford Brown, Alexandria, Va. 

“Treatment of Fractures of the Shaft of the Femur,” by 
Llewellyn Eliot, Washington, D. C. 

“Treatment of Open or Compound Fractures,” by H. H. 
Mudd, St. Louis, Mo. 

The question of fractures was discussed by Drs. Lane, Cal- 
ifornia; Sayre, New York: Birkstein, California; Kent, 
California; Wheaton, Minnesota; Horton, Texas; and 
Thomas, Pa. 

Aftera paper by G.F.Shiels, San Francisco, Cal., entitled 
“A Plea for the Better Teaching of Anatomy,” and one on 
“Tendon Grafting for the Deformities following Infantile 
Paralysis,” by 8. E. Milliken, New York, N. Y., the Section 
adjourned. 

On being called to order Thursday morning, June 7, at 9 
o’clock, the subject of “ Obstruction to Urination in the 
Male,” was considered. 

Papers on the “Effects of Obstruction in Urination upon the 
Bladder and Kidneys,” by J. William White, Philadelphia, 
Pa.; the “Diagnosis and Treatment of Enlargement of the 
Prostate Gland,” by Hunter McGuire, Richmond, Va., and 
William T. Belfield, Chicago, Ill. ; the “Symptoms and Treat- 
ment of Stone in the Bladder,” by Wm. T. Briggs, Nashville, 
Tenn.; and the “Symptoms and Treatment of Tumors of the 
Bladder,” by John B. Deaver, Philadelphia, Pa., were read 
by title. 

C.F. Buckley, of San Francisco, read a paper on this last 
subject and presented pencil removed from the bladder. 

The subject was discussed by Thomas, Pennsylvania; 
Huntington, California; Thompson, Washington; Dodge, 
Michigan ; Griffith, Missouri; and Ransohoff, Ohio. 

In the afternoon the following papers were read by title: 
“Stricture of the Male Urethra,” by W. H. Crawford, U.S. A.; 
“Carcinoma of the Urethra, with a Report of Two Cases,” by 
H. O. Walker, Detroit, Mich., by title; and the following 
read by the author, J. Rosenstirn, San Francisco, Cal., 
“Treatment of Stricture of the Urethra.” 

“The Pathology and Symptomatology of Hemorrhoids, 
Anal Fistule and Anal Fissure,” by J. M. Matthews, Louis- 
ville, Ky., and David Powell, Marysville, Cal., read by title. 

“The Treatment of Hemorrhoids,” by Charles B. Kelsey, 
New York City; “The Treatment of Anal Fistule,’ J. MeF. 
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Gaston, Atlanta, Ga., read by title. One on the same sub-_ 


ject, by G. B. Somers, San Francisco, Cal. 

“The Treatment of Anal Fissure,” by T. W. Huntington, 
San Francisco, Cal., and one on the same subject, by Lewis 
H. Adler, Jr., Philadelphia, read by title. 

On Friday morning, June 8, the Section was called to 


order at 9:15 o’clock, and the following papers were read by | 


title: 
“A Plea for the Early and Systematic Removal of the 


Inguinal Lymphatic Glands in Cases of Malignant Growths 
ty sg ions from which these Glands receive Lymphatics,” 
y H. 


eineking, Sheboygan, Wis. 
“Shall it be Catgut, Silk, or Both?” by A. Morgan Cart- 
ledge, Louisville, Ky. 


“ Electrolysis in the Treatment of Aneurism of the Aorta,” 
by C. M. Richter, San Francisco, Cal 


al. 
“Spinal got & with Report of Two Cases of Lamin- 
ectomy for Paraple 


ia caused by Potts’ Disease,” by F. C. 
Schaefer, Chicago, 


A paper on “Bloodless Vaginal Myomectomy ” was read by 
O. J. Mayer, San Francisco, Cal., who also showed a patient 
on whom he had operated for varicocele by removal of the 
enlarged veins of the cord through a longitudinal incision 
and then sewing up the incision by approximating the ends, 
thus transforming the cicatrix into a transverse one. 

A paper on the “Surgical Uses of Acetanilid” was then 
read by G. W. Woods, U. 8. N., and discussed by Dr. Grand, 
Oregon. 

Dr. J. D. Thomas, Pittsburg, Pa., read a paper entitled, 
“How long is Syphilis Contagious?” and the following papers 
were read by title: 

“Clinical Recognition of Malignancy in Tumors,” by Dr. 
Wheaton, Texas. 

“Treatment of Phlegmonous Erysipelas and other Forms 
of Suppurative Inflammation by Ice Water,” by H. Berg- 
stein, Minnesota. 

Dr. Haughton, of Texas, then read a paper entitled, “ How, 
Best shall we Treat Wounds To-day?” 

Dr. Shiels, of San Francisco, Cal., showed a case of multi- 
ple bilateral lipomata. 

Dr. Bonnewell, of Philadelphia, Pa., exhibited a surgical 
engine, and the Section was declared adjourned. 

REGINALD H. Sayre, Acting Secretary. 
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Des Moines “Valley Medical Society.—The Des Moines Valley 
Medical Society held its twenty-fourth annual meeting at 
Ottumwa, Iowa, June 23. Dr. H. C. Eschback, of Albia, 
presided, and Dr. A. O. Williams, of Ottumwa, Secretary. 
This Society comprises the physicians residing in some 
twenty counties. 


Dodge County, lowa, Medical Association.— Drs. McDonald and 
Sears, of Beaver Dam; Owen, of Fox Lake; Sccen, of May- 
ville; Clason, of Neosho; White and Feld, of Watertown, 
and Hallock and Lueck, of Juneau, met in Juneau and 
organized a Dodge County Medical Association. Dr. Hal- 
lock was elected President and Dr. Sears Secretary and 
Treasurer. The next meeting of the Association will be 
held at Beaver Dam, July 9, 1894. 


Colorado State Medical Society —At the recent meeting of 
the Colorado State Medical Society, held in Denver, the fol- 
lowing officers were elected for the ensuing year: 

President, Dr. Hubert Work, Pueblo. 

First Vice-President, Dr. J. R. Robinson, Colorado Springs. 

Second Vice-President, Dr. E. Stuver, Rawlins, Wyo. 

Third Vice-President, Dr. Laura Liebhardt, Denver. 

Treasurer, Dr. W. F. McClelland, Denver. 

Corresponding Secretary, Dr. C. K. Fleming, Denver. 

Reporting Secretary, Dr. E. R. Axtell, Denver. 

Assistant Secretary, Dr. Chas. Manly, Denver. — 


South Dakota State Medical Society.—The thirteenth annual 
Session of the South Dakota State Medical Society was held 
at Huron, June 22. The following were elected officers for 
the ensuing year: 
__R.T. Dott, of Alexandria, President ; G. E. Martin, of Car- 
_thage, first Vice-President ; Wm. Edwards, of Bowdle, second 
Vice-President; W. J. Mayturn, of Alexandria, first Secre- 
tary; Earl Rice, of DeSmet, second Secretary ; C. B. Alford 
and G. W. Moody, of Huron,and J. C. Morgan, of Sioux Falls, 
Trustees. The Legislative Committee consists of Drs. Pet- 


erman, of Parker, Martin, of Carthage, and Moody, of Hu- 
ron. 

The officers will name the time and place for holding the 
next meeting. The banquet was provided by local members 
of the Society and served by ladies of Grace Episcopal 
Church. Dr. Alford, of Huron, was toastmaster. 


The St. Louis Medical Society met June 23. Dr. Fry described 
an interesting case of bulbar paralysis in a woman 50 years 
of age, dwelling minutely upon the symptoms of the patient, 
and giving a complete history of the case. Dr. Funkhauser 
explained a case of a lesion of paralysis in a female child 
aged 1 year, caused by a fall from bed. Both cases having 
been discussed, Dr. Smith took the floor to introduce a new 
trephine invented by him, to be used with either a dental 
engine or an electric motor. He read a brief paper on tre- 
phining, when a recess was taken in order that the doctors 
might examine the trephine at work. In the discussion 
which followed, the new trephine was somewhat adversely 
criticised by Dr. Meisenbach and others. Dr. Fairbrother’s 
paper on “Simulated Diseases,” read on the 16th ult., was 
then discussed in detail, many of the participants reporting 
cases in point that had come under their notice. 


North Texas Medical Society —The meeting was held at 
Sherman, Tex., June 19. 

Mayor Edmonds welcomed the Association to Sherman, 
and Capt. J. S. Porter then welcomed the Association in 
behalf of the citizens. The addresses were replied to by 
President Chilton, who delivered his annual address. 

Dr. Ford also delivered an address. 

The following papers were read: 

“Operative Treatment of Prolapsus and Retro-displace- 


peng . Uterus—Report of Cases,” by F. B. Fite, of Musco- 
ee, I. T. 
: “Face Presentation with Report of Case,” I. P. Gunby, of 


Sherman. 

“Uterine Fungosities,’ by W. R. Hoord, Whitewright, 
Texas. 

To-day’s session opened promptly at 9 o’clock. 

Hon. John H. Reagan was a visitor at the morning session 
and by request delivered a short address to the Association 
in which he avoided any mention of politics. He dwelt 
principally upon his experience with surgeons and physi- 
cians in the service of the Confederate States. 

The Section on Practice was then resumed. 

“Purpura Rheumatica,” by 8. D. Thurston, of Dallas. 

“Caricature of my Experience with Dengue and La 
Capes by J. M. Foot, of Paris. 

The afternoon session was devoted to obstetrics and gyn- 
ecology. 

“Septic Endometritis,” by R. R. Walker, of Paris. 

“Some of the Dangers and Their Proper Treatment of the 
Third Stage of Labor,” by W. R. Wilson, of Dallas. 

There were about seventy-five members in attendance. 


Minnesota State Medical Associatfon.—At the last session the 
following officers were elected: President, Dr. J. Ohage of 
St. Paul; First Vice-President, Dr. W. A. Hall, of Minneap- 
olis; Second Vice-President, Dr. F. 8. Bissell, of Litchfield ; 
Third Vice-President, Dr. John B, Dunn, of St. Cloud; See- 
retary, Dr. C. B. Witherle, of St. Paul; Treasurer, Dr. R. J 
Hill, of Minneapolis. A committee composed of Drs. 
Beard of Minneapolis, Hewitt of Red Wing, Hoog of Minne- 
apolis, William Davis of St. Paul and MeGaughey of Winona, 
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was appointed to take steps toward securing legislation 
tending to prevent the spread of tuberculosis. An appropri- 
ation of $300 was made from the treasury to pay for 
the printing of the State medical directory. 

In the afternoon the Section of Surgery, presided over 
by Dr. Thomas MeDavitt of St. Paul, held a four hours’ ses- 
sion. Thirteen papers were read and discussed. Operations 
on the Middle Ear and Mastoid was Chairman McDavitt’s 
subject. He was followed by Dr. C. A. Wheaton, of St. Paul, 
who made an excellent address upon general surgery. 
Parasitic Origin of Carcinoma was the subject of a paper by 
Dr. W. T. English, of Winona. One of the most interesting 
papers of the afternoon was that by Dr. L. C. Bacon, of St. 
Paul, upon The Advisability of Opening the Medullary 
Canal in all Cases of Acute Infectious Bone Disease of 
Children. Dr. Burnside Foster, of St. Paul, gave some Notes 
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Aniline Colored Candies.—Two deaths occurred last week in 
New York City as the result of eating candies, known as 
“jelly beans” and “strawberry balls,” which were ascer- 
tained on analysis to be colored with aniline dyes. The City 
Health Department is pursuing an investigation into the 
extent of this dangerous manufacture. 


Wisconsin Sanitary Organization.—The State and local health 
authorities of Wisconsin are to be organized under the 
name of the Wisconsin Association of State and Local 
Boards of Health, for the purpose of popularizing sanitary - 
work and knowledge in the State and to secure uniform and 
effective sanitary legislation. 


Canadian Quarantine Station. —The Canadian quarantine sta- 


.on a FewClinical Experiences of Inherited Syphilis, and Dr. | tion on Grosse Isle in the St. Lawrence below Quebec, is 
F. A. Dodge, of Le Sueur, presented a paper upon Vesical reported as being in perfect order and one of the most ex- 


Calculus with specimens. The first paper discussed at any 
length was that of Dr. Archibald McLaren upon Enteror- 
rhaphy—Report of one Successful Case of End-to-End Anas- 
tomosis of the Large Intestine with the Murphy Button. Dr. 
J. H. Dunn’s paper upon Appendicitis, with a Summary of 
Thirty-three Consecutive Cases, was also given considerable 
attention. Dr.C. H. Mayo, of Rochester, read a paper upon 
Brain Cysts, which was followed by a talk upon Fractures 
of Orbital Wall and Margin by Dr. H. Mel. Morton, of Min- 
neapolis. The discussion which it provoked was led by Dr. 
C.H. Hunter, of Minneapolis. The other papers read were as 
follows: Some Remarks on the Treatment of Suppuratin 
Wounds, by Dr. Harold Graff, of St. Paul; Diagnosis an 
Surgical Treatment of Cancer of the Stomach, by J. W. 
Macdonald, M.D., L. R.C 8. E., of Minneapolis; Non-Tuber- 
culosis Diseases of the Joints, by Dr. A. J. Gillette, of St. Paul. 
_ The Association was entertained at a banquet by the 
Ramsey County Medical Society. Dr. Park Ritchie was 
toastmaster. The next meeting will be held in Duluth. 


The Association of American Medical Colleges.—Resoiutions 
adopted at a meeting held in San Francisco, Ca!., June 7, 
1894: 

Resolved, That colleges, members of this Association, shall 
require of all matriculates an examination as follows: 

1. An English composition in the handwriting of the ap- 
plicant of not less than two hundred words; said composi- 
tion to include construction, punctuation and spelling. 

2. Arithmetic, ieadamnantal rules,common and decimal 
fractions and ratio and proportion. 

3. Algebra—through quadratics. 

4. Physics—elementary—Gage. 

5. Latin—an amount equal to one year’s study, as indi- 
eated in Harkness Latin Neader. 

(The above resolution does not apply to students exempt 
from the entrance examination, as per Sec. 2, Art. IIT.) 

Resolved, That the following classes of students be recog- 
nized as entitled to apply for advanced standing in colleges 
members of this body: 

a, Such graduates of recognized colleges and universities 
as have completed the prescribed courses in chemistry and 
biology therein. 

b, Graduates and matriculates of colleges of homeopathy. 
_ ¢, Graduates and matriculates of colleges of eclectic med- 
icine. 

d, Graduates and matriculates of colleges of dentistry 
requiring two or more courses of lectures before conferring 
the degree of D.D.S. 

e, Graduates and matriculates of colleges of pharmacy. 

/, Graduates and matriculates of colleges of veterinary 
medicine. 

It is provided, however, that the above class of students 

be required to comply with the proysions of the entrance 
examination and to prove their fitness to advanced standing 
by an individual examination upon each branch below the 
class he or she may desire to enter. 
Resolved, That students graduating in 1899 or subsequent 
classes be required to 
years, and to have attended four annual courses of lectures 
of not less than six months’ duration each. 


ursue the study of medicine four 


tensive of modern quarantine plants. There are forty 
buildings with a capacity of housing three thousand per- 
sons and the effects of one thousand immigrants can be 
thoroughly disinfected in twenty-four hours. Dr. Monti- 
zambert is in charge of the station and has been appointed 
Superintendent of the Canadian Quarantine System by the 
Dominion Government. 


Restriction of Phthisis in Texas.— Dr. R. M. Swearingen, State 
Health Officer of Texas, has issued a circular letter to every 
county physician and local health officer in the State, urging 
the enforcement of recognized measures for the restriction 
of the spread of consumption, with especial reference to the 
hotels of Southwest Texas—Austin, San Antonio, El Paso 
,and other cities, which have induced many consumptives to 
‘leave their less favorable Northern surroundings by “ glow- 
ing advertisements of pure water and balmy airs that could 
magically restore flesh to wasted frames, and have kindled 
hopes that reason had extinguished.” 


Making Vaccination Safe.—In making vaccination compul- 
sory within twelve months after birth, the State of Maryland 
wisely provides for a supply of pure and efficient vaccine. 
Section 3, sub-title, “ Infectious Diseases,” title, “Health,” of 
the Code of Public General Laws of Maryland, recites that: 
“The State Vaccine Agent is required to take all the steps 
necessary to reproduce from the cow true vaccine virus, for 
the use of physicians residing and practicing medicine in 
the State, and shall furnish none more than four removes 
from the cow, and none that has not been produced under 
his own supervision and direction; provided that he may 
take, use and furnish such virus furnished to him by any 
physician intrusted by him to procure the same, such virus 
not to be taken from the arm of a child less than three 
months old.” 


Smallpox in Michigan.—Dr. Henry B. Baker, Secretary of 
the Michigan State Board of Health, has compiled a tabular 
statement of smallpox in that State since Jan. 1, 1894. 
From this it is learned that there have been fifteen out- 
breaks in thirteen cities and towns and twelve counties— 
the first January 9, the last June 11. In all there were forty 
cases, with fifteen deaths, in twenty-one infected houses. 
Dr. Baker desires to congratulate the health officers in 
Michigan, and especially the people who have been pro- 
| tected by their efforts, on the success of their work for the 
restriction of smallpox. In the fifteen outbreaks there have 
been on the average to each outbreak only 2.7 cases and one 
death; in eleven of the fifteen outbreaks the infection was 
restricted to the one house in which it first occurred. Dr. 
Baker adds: “The fifteen deaths out of forty cases are a 
powerful argument for vaccination and re-vaccination, be- 
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cause they show that among persons unprotected by vacci- 
nation smallpox is still the same deadly and dreadful dis- 
ease that it has been—the mortality thus far having been 
37.5 per cent.” 


Notification of Contagious Diseases.—A determined effort is 
being made by Dr. N. G. Tucker, Health Officer of Nashville, 
to enforce the law passed at the last session of the Tennessee 
Legislature, requiring ‘physicians to notify the health 
authorities of every case of a communicable disease they 
may be called upon to treat. The penalty for neglect or 
refusal to notify is a fine of not less than ten nor more than 
one hundred dollars, or the county jail for not more than 
three months, or both fine and imprisonment. Every com- 
municable disease, except venereal, is comprehended in the 
law; but the State Board of Health limits the list, “for the 
present,” to smallpox, cholera, yellow fever, scarlet fever, 
diphtheria, measles, whooping cough, chickenpox and ty- 
phoid fever. 


A Factor of the New York Death Rate.—Out of a total popula- 
tion of 1,856,695, New York has—according to Dr. Roger 8. 
Tracy, Deputy Registrar of Vital Statistics, who has just 
completed the semi-annual census of the tenement-house 
population of that city—a total of 1,332,773 souls living in 
39,138 tenement houses. Of this number there are 2,346 rear 
houses with a population of 56,130. In the ward which con- 
tains the largest tenement-house population there are 7,702 
houses, with a population of 252,331; and in the ward which 
contains the smallest number there are 8 tenements with a 
popnlation of 175. The total number of children under 5 
years of age living in tenement houses is 180,359, This enor- 
mous aggregate of human beings, living under the condi- 
tions of the tenement house, is the chief factor in New York’s 
excessive death rate. 


Vital Statistics of Rhode Island.—An act prepared by Dr. 
Gardner T. Swarts, Secretary of the Rhode Island State 
Board of Health and State Registrar, has been passed by the 
Legislature, which seeks to remedy a defect in the system 
of registration of births, deaths and marriages heretofore in 
vogue. It is now made the duty of the clerk or registrar of 
each town and city to transmit certified copies of births, 
marriages and deaths, by him recorded, whenever the child 
born, or the bride or groom, or the person deceased were res- 
ident of any other town or city (in or out of the State) at the 
time of the birth, marriage or death, to the clerk or regis- 
trar of the town or city concerned. This will often greatly 
facilitate the legal establishment of the fact of birth, mar- 
riage or death—a use of vital statistics not to be overlooked. 
The fee for recording births was increased by the Legisla- 
ture to 20 cents for each birth,instead of 20 cents for the 
first fifty entries and 10 cents for each subsequent one. It 
is through such measures as these that the vital statistics of 
Rhode Island have acquired exceptional value. 


The Bubonic Plague.—Latest advices from Hong Kong are 
by the Pacific mail steamer Peru, arrived at San Francisco, 
July 1. She is the first vessel that has arrived at a United 
States port from the plague-smitten district since the dis- 
ease broke out in Hong Kong last May. Four days out 
from the latter port a Chinese wiper in the engine room de- 
veloped a case of the disease and died in four hours. On 
arrival at Nagasaki the Peru was put in quarantine and 
detained for seven days. She brings news that the plague 
has become worse and that the disease has broken out in 
new districts. From June 7 to 14, 701 persons died from the 
pest in Hong Kong and fully 75,000 Chinese had fled from 
the city. It is reported that a Chinese junk, with about 
400 passengers from Hong Kong, escaping from the plague, 
eapsized and sank in Cop Siu Moon Pass. Five British 


soldiers who were engaged in the enforcement of sanitary 
laws in Hong Kong have fallen victims to the plague. Ad- 
vices from the United States Legation at Tokio, June 30, 
confirm the reports of the existence of the disease at Canton 
and announce that the Japanese Imperial Government has 
proclaimed quarantine against vessels from several Chinese 
ports to Japan. Arrivals from Yokohama at Victoria, B. C., 
are subjected to rigid sanitary inspection and treatment and 
all effects of Oriental passengers are thoroughly disinfected. 


Rarity of Phthisis.—At the recent meeting of the American 
Climatological Association, Dr. Guy Hinsdale, of Philadel- 
phia, called attention to the low mortality from consumption 
in a district falling partly within New York and partly 
within Pennsylvania and embracing an area of 12,000 square 
miles. Throughout this region there is, according to the 
best available information, a population of over one thou- 
sand persons living, to each annual death from phthisis- 
The maritime district of New York, including Westchester 
County and Long Island, has one annual death from phthisis 
to every 400 persons living, while the southern tier of coun- 
ties, from Broom to Chatauqua on Lake Erie, has an 
average of only one death to 1,091 persons living. Co- 
terminous, on the south, with these counties of New York 
are the Highlands of Pennsylvania—the northern and west- 
tern uplands behind the escarpment of the Alleghenies, 
with an elevation of-1,200 to over 2,000 feet, characterized by 
extensive forests, a dryer air and lower temperature than 
prevails at the seaboard or lake shore, and, by reason of its 
distance from the storm tracks of the St. Lawrence Valley 
and the changing temperature of the seaboard, eminently 
suited for consumptives. In this region, Kane, in the south- 
western part of McKean County, has acquired a considera- 
ble reputation for consumptives and hay fever victims. 
The surrounding country is an elevated table land of 2,000 
feet elevation ; the water courses are small and fogs, which 
are common in the valleys, are not observed on this high 
plateau or “Big Level” as it is called. Pneumonia, pleurisy 
and diphtheria are rare in this locality. 


Public Health at Home and Abroad.—A congress of sanitarians 
and medical men will be held in London, Eng., during the 
latter part of the present month to consider “many topics 
of immediate and vital interest.” In connection with the 
call for this congress it is announced that “cholera now 
rages in many parts of Asia,and that strange disease, indefi- 
nitely termed the plague, has gained a foothold in the sea- 
board cities of China. Smallpox is more or less prevalent 
on the continent of Europe, and it is to deal with these 
various epidemics that threaten Great Britain that the con- 
gress has been called. It is recognized that sanitary pre- 
cautions of the most rigorous sort must be imposed, but it 
is thought that timely action will preserve the health of 
these islands as completely and effectually during the pres- 
ent season of danger as during last year’s cholera scare. 
There is no actual fear expressed, but it is recognized that 
early measures must be taken in order to conserve the 
health of the Kingdom.” Meanwhile, it may be noted that 
the freedom from alarm in the United States with regard 
to the foreign epidemic diseases continues undisturbed. 
Smallpox is abating and has ceased to furnish the press with 
sensational head-lines; our sanitary officers abroad fail to 
discover ground for alarm in the cholera situation—notwith- 
standing the detection of the cholera vibrio in some cases 
in Paris, the extent of the outbreak in Belgium and its con- 
tinuance in Eastern Europe; fewer yellow fever ships have 
arrived than usual and these have been promptly cared for 
at the quarantine stations ; due vigilance is being exercised 
with respect to the Chinese plague; and, except for an 
increased mortality in some localities, due to the phenom- 
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enally high temperature of June, the public health condi- 
tions of the country, up to date, are most gratifying. To 
the wide-spread labor troubles we are at least spared the 
addition of the horrors of a cholera or yellow fever epidemic. 


NECROLOGY. 


Howarp G. Arkinson, M.D., of St. Joseph, Mo.. June 28.— 
Joseph Potts Thomas, M.D., of Louisville, Ky., ex-President 
State Medical Society, June 24, aged 64.—Perry Tipton, M.D., 
at Washington, D. C., June 25—Geo. T. Wiseman, M.D., of 
Bainbridge, Pa., June 26, aged 73.—-F. M. Eckford, M.D., at 
Los Angeles, Cal., June 18, aged 76.—James Loar, M.D., of 
Bloomington, Ill., June 14. He was aged 64 years and had 
practiced medicine in that city nearly thirty years. 


MISCELLANY. 


8. 8S. Kahn, has been appointed City Physician of San 
Francisco. 


Mr. George 8. Cox, State chemist, of Madison, Wis., has 
been recently appointed Professor of Chemistry and Dr. F. 
T. Nye of Beloit, Wis., Professor of Rhinology and Laryn- 
gology in the Wisconsin College of Physicians and Surgeons. 


Medical Practice Act.—Notwithstanding the best 
efforts of the best elements of the profession in Georgia, the 
bill to regulate the practice of medicine in that State has 
been defeated, and she still continues to be an asylum for 
the rejected of her sister States that have some legal pro- 
tection against incompetency and charlatanism. 


—In the Lancet, April 21, a new analgesic and 
hypnotic product finds favorable mention. Dr. Landowski 
has given it a trial in the wards of Prof. Proust. This sub- 
stance is an analogue of phenacetin, with a difference, 
namely, that lactic acid is a constituent instead of acetic 
acid. It isin the form of a white powder, tasteless and 
soluble in 330 parts of water. The initial dose is .50 
given thrice daily. The maximum dose is placed at 1 
gram. In small doses the drug is valuable as a calmative 
of neuralgia; in large doses it is hypnotic. It is well borne 
by some patients who are antipathetic to antipyrin. In 
some cases diaphoresis was produced. 


Recognition of Dr. Rauch.—Speaking of the effect of the 
laws intended to regulate the practice of medicine in the 
improvement of the standard of medical édueation, Dr. R. 
H. Fitz, in his annual address before the Massachusetts 
Medical Society, said: “There is not only a prolongation of 
the period of study as the effect of these laws, but there is 
also an increased demand for a preliminary education, the 
establishment of new professorships, and more exacting 
examinations for the degree. Of all agents distinctly bring- 
ing about this change, the Illinois State Board of Health, 
and especially its Secretary, the late Dr. John H. Rauch, de- 
serve the highest consideration.” 


Zola’s Bacteriology.—One of Emile Zola’s characters in his 
new novel, “Lourdes,” is evidently astudent of bacteriology 
and has witnessed demonstrations of the increased morbific 
potency obtained by mixing cultures of the toxigenic bac- 
teria. Standing at the pool in the miraculous grotto and 
watching the increasing nastiness of the water, in which so 
many persons suffering from cancerous and tubercular af- 
fections, purulent sores. ophthalmia and offensive cutaneous 
diseases, are bathed, he exclaims: “What a home for 
microbes! The present mania for antiseptic precautions 
receives a fearful blow from such a spectacle. How does it 


happen that one common nasty disease does not kill all the 
invalids?” 


Masonic Home for Consumptives.—With the consent of the 
Grand Master of the Grand Jurisdiction, A. F. and A. M. of 
New Mexico, the Montezuma Lodge of Santa Fe has adopted 
a resolution setting forth “that the death rate from con- 


sumption is increasing at an alarming rate all over the 


world; that the benefits of climatic cure are now univer- 
sally recognized by physicians; that the most perfect cli- 
mate is found at Santa Fe,” and inyiting the Masons of the 
United States and Canada to codperate with Montezuma 
Lodge in the erection there of a national home for con- 
sumptives, to be governed and maintained by Masons for 
benevolent and charitable purposes. 


Where They Move To.—Commenting upon the destination 
of a recent applicant to the Texas State Board of Medical 
Examiners—who defined histology as “the history of medi- 
cine,” and when asked what system he practiced replied, 
“The Vanderbilt and St. Louis systems and sometimes the 
homeopath system,” further explaining that this latter sys- 
tem consisted in “sweatin’ the patient”—the Atlanta Medical 
and Surgical Journal sadly remarks: “In Texas and most 
other States such applicants are promptly declined and told 
to move on. They do move on to Georgia, Ohio, etc., where 
their ignorance is safely guarded by the absence of any law 
that may interfere with them.” 


— Dr. Albert Robin has 
enunciated before the Paris Academy some original views re- 
garding the replacement of Dr. Brown Séquard’s elixir by a 
less sensational preparation. Starting with the working 
thesis that the late Professor’s orchitic remedy was impor- 
tant in a certain range of cases, and that the good effects 
wrought through it were due to phosphorous elements, and 
also taking into consideration the fact that phosphorus is 
present in nearly all the reliable brain foods, or restoratives 
of nerve waste, Dr. Robin has made a series of trials with a 
glycero-phosphate of his own invention. These trials have 
advanced sufficiently far and favorably to warrant him in 
addressing the Academy. The new remedy will doubtless 
be thoroughly investigated by the confréree of the late Dr. 
Brown-Séquard. There are many admirers of his who will 
be gratified to see the name of the enthusiast and physiolo- 
gist embalmed in a monument of this kind—a neurologic 
remedy of permanent use and value. 


The Young Doctor’s .—Dr. Hugh Blake Williams 
tells the Chicago Herald a doleful story of the experience 
of a young physician: “You have no idea, my dear boy,’ 
he said, “of the difficulties which environ the young man 


when he first starts out in the practice of medicine and sur- 
gery. When I first started out I was trying to do both, and 
considered myself competent to do either, but somehow the 
balance of the community where I started down in old Vir- 
ginia, did not seem to agree with me. I used all the arts 
usually employed by young practitioners. I had my horse 
brought round every morning, and I used to gallop around 
as though there was a pestilence in every section of the 
county and nobody could get well until I got there. I had 
a boy regularly employed to call me out of church in the 
middle of the services, and I used to go with a rush that 
would break up a camp meeting. None of these things 
seemed to work worth acent. To add to my discomfiture 
the balance of the doctors in town seemed to have leagued 
against me and to be working against my interests. 
“Finally, however, my chance came. There was a medi- 
cal convention one day in the next county, and all the doc- 
tors of my own town except myself went over to attend it. 
That afternoon an Irishman named Rafferty fell in a sewer 
and broke his leg. I was the only doctor left in town, and 
I got the case. I fixed that Irishman up in the best sha 
you ever saw. I put more spiints on him than would 
needed for the fractured leg of an elephant. I gave hima 
big drink to settle his nerves, and when I left him I had the 
neighborhood covered with tanbark for several squares to 
stop any noise that might disturb the patient. I went 
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around in the morning expecting to find him calm and com- 
osed, and I found him hot and clamorous for my blood. 
hat was the matter? Well, I don’t want anything more 
than is necessary said about it, but to tell the whole truth 
to you, I found that I had set the wrong leg.” 


Medicine Among the Aztecs.—In a review of Flores’ “History 
of Medicine in Mexico,” Dr. David Cerna, of the Medical 
Department of the University of Texas, furnishes ( University 
Medical Magazine, July, August, 1892, Tri-State Medical Jour- 
nal, May, June, 1994) some interesting information concern- 
ing medical education and the regulations of medical 
practice among the Aztecs during the earliest period of 
ancient Mexican history, i. ¢., that prior to 1521. The scien- 
tific professions were considered sacred; the privilege of 
following them was tendered only to the higher classes of 
society, and such professions were studied under the guid- 
ance and immediate supervision of the priests, who, among 
the Aztecs, were the most learned. The teaching of medical 
science, however, was both sacerdotal and hereditary, and 
father-physicians usually made physicians of their children 
and guided these afterwards in the practice of the healing 
art. For the proper study of the more or less rudimentary 
medical science among the Aztecs, the branches required to 
be mastered were medical and surgical pathology, thera- 
peutics, botany, pharmacy and lastly clinical medicine and 
surgery. The studies of the pharmacist were more simple, 
but he was required to possess a knowledge of botany and 
pharmacy. Obstetrics remained always in the hands of 
women, and of those females especially who had already 
borne children and had, therefore, some practical knowl- 
edge. These, stated in a few words, were the principal 
branches of the healing art taught to those who intended 


to follow the professions of physician, surgeon, midwife and 
pharmacist. The candidates, however, who had satisfac- 
torily finished their respective studies, were not allowed to 
go into practice without legal authorization. Physicians, sur- 
geons, obstetricians and pharmacists, even after graduation, 
were obliged to obtain licenses before they were permitted to 
practice, and, notwithafanding. the prevalence of supersti- 
tious ideas, quackery and witchcraft in connection with med- 
icine, were severely punished by a special court or tribunal. 
Transgressors of the law, in this respect, frequently fell vic- 
tims to human sacrifice so common among the Aztecs. 
Physicians were not idle in regard to medical studies; 
“ry had their societies which provoked reunions especially 
at the capital of the Empire, and in them the most interest- 
ing medical topics were brought forward and discussed. 
There were diffused throughout the land, especially at the 
two great cities of Texcoco and Tenochtitlan, civil and mil 
itary hospitals for the reception of the sick among the poor 
and destitute, and of those who had been injured in the 
service of the country. The hospitals were superintended 
by the ablest physicians and surgeons, although always 
under governmental control. Five hundred years before 
the American Public Health Association met beneath the 
shadow of the great bust of the last Emperor of the Aztecs, 
that pperarenane and interesting people had aiready at- 
tained a remarkable degree of development in the most 
complex of the learned professions—that of medicine. 


Medical College Notes. 


Harvarpb Mepicat ALuMN?’s Fourtu BANquet—The fourth 
annual dinner of the Harvard Medical Alumni Association 
was held June 26. 

There were present about 200 members of the Association. 
The retiring President, Dr. James R. Chadwick, sat at the 
head of the table. The guests of the occasion were Dr. 
William W. Keen, Professor of the Principles of Surgery and 
of Clinical Surgery in Jefferson Medical College, Phila- 
delphia; Dr. William Osler, of Montreal, Professor of the 
Principles and Practice of Medicine at Johns Hopkins Uni- 
versity, Baltimore; Dr. William M. Polk, Professor of Ob- 
stetrics and Diseases of Women and Children in the Uni- 
versity of the City of New York, and Dr. John 8. Billings, 
Deputy Surgeon-General of the U. 8. Army, of Washington- 


The other distinguished medical men at the guests’ table 
were Drs. Francis H. Brown, Henry W. Williams, Dr. Regi- 
nald H. Fitz, Professor of Theory and Practice of Medicine 
at the Harvard Medical School; Dr. George B. Shattuck, 
editor of the Boston Medical and Surgical Journal; Dr. David 
W. Cheever, Professor of Surgery Emeritus in the Harvard 
Medical School; Dr. Henry P. Bowditch, Professor of Physi- 
ology at the Harvard Medical School; Drs. Samuel W,. 
Langmaid and William K. Wilcox. 


Scattered about the other tables were Drs. George W. Gay, 
Frederick C. Shattuck, Thomas M. Rotch, Maurice H. Rich- 
ardson, Theodore W. Fisher, Edward Cowles, H. A. A. Beach, 
John H. McCullom, Francis H. Williams, Charles N. Green, 
Francis H. Davenport, E. W. Mackie, Arthur B. Duel, Joseph 
H. Cunningham, R. F. Chase, A. K. Page, Charles F. Sweet, 
Leander M. Farrington, C. G. Page and John E. McGrath. © 

Dr. Chadwick opened the post-prandial exercises. In re- 
viewing the work of the Association during the past year he 
said that the most important bit of legislation, from a med- 
ical standpoint, was the passage of the medical practice act. 
The law, in the speaker’s opinion, did not go far, but a little 
advancement was encouraging. Its passage was due solely 
to the medical profession, which, said Dr. Chadwick, when 
confronted by problems regarding the public health, shows 
a singular and unselfish disinterestedness. 

Dr. Chadwick pictured the contrast, as he viewed it, be- 
tween the selfish political legislators at Washington and the 
unselfish medical congress which recently met at the cap- 
ital. He said he was a to record another successful year 
for the medical school, all classes except the entering show- 
ing an increase. This exception was due, he thought to the 
business depression rather than the four years’ course. He 
announced that two new scholarships had been given during 
the past year, making twelve in all, whereas for this number 
there were forty-two applicants. The medical school during 
the past sini gp years has received in bequests $491,469. 

Dr. Samuel W. Langmaid, Chairman of the Committee to 
report upon the work of the school, referred to the changes 
in the Faculty, and congratulated the Alumni upon the 
death of the three years’ course. The Committee looks for- 
ward to the time when the degree of Bachelor of Arts will 
be necessary for admission to the school, and reported that 
after July, 1896, a step will be taken pointing in that direc- 
tion. After that date six subjects will be ma@de compulsory 
in the entrance examination, and the standard made in 
every way higher. The committee spoke of the work of the 
school at great length. Harvard ought to teach other schools 
how to teach, said the Chairman, and it ought to supply the 
constantly increasing demand for higher medical education 
formerly secured abroad. 

Dr. Keen opened the talk on “ Medical Education.” Col- 
leges, he said, are taking cognizance of the fact that medical 
education is advancing rapidly, and are preparing for it. He 
hoped the time would come when profegsors should give u 
their private practice, and confine themselves to the schoo 
and hospital. He believed in taking care of the soul but 
thought the proportion of money given to divinity and med- 
ical schools was rather too one-sided in favor of the former. 
He hoped the time was not far distant when foreigners 
would come to our shores as students. 

Dr. Osler, of Johns Hopkins, made a witty address, in 
which he spoke of the requirements of the degree in sciences 
before admission could be secured to Johns Hopkins, and 
also, as he termed it, the delicate question of medical co- 
education. To this he is opposed on principle, and from his 
standpoint believes it to be non-successful. At the end of 
one session 33!4 per cent. of the female students get mar- 
ried, he said. 

Dr. Polk’s address was most interesting. If, he said, the 
lengthened medical courses were to be conducted upon the 
old lines of study the advanced system would prove a dis- 
mal failure. 

Dr. Billings spoke on the subject from the standpoint of 
his own experience, and attached great value to his college 
course, his medical school training being limited. The Doc- 
tor believed that Harvard was at a disadvantage without 
its own hospital. 

The newly elected President, Dr. Geo. B. Shattuck, was 
introdueed to the Alumni, and he made a few remarks, 
thanking the Association for the honor conferred. He 
proniiegd to have some foreign speakers at the dinner next 

ear. 
, The annual meeting of the Association was held before the 
dinner at the medical school building on Boylston Street. 
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Dr. Augustus Thorndike, the Secretary, read his report of the TH E PUBLIC SERVICES. 
last meeting and of the Councilors’ meeting. The report 


showed that, with twenty-seven members of the graduating 
class of the medical school who will join the Association to- 
morrow, the strength of membership is 1,159. Fifty-four 
members joined during the year and ei hteen died. 

The report of the veges Dr. Walter Ela, showed a 
balance in the treasury of $1,536 

Dr. William T. Porter, Assistant Professor of Physiology 
in the Harvard Medical School ; Dr. William D. Howells, of 
Johns Hopkins University, and Dr. James K. Paddock, of 
Pittsfield, President of the Massachusetts Medical School, 


were elected to honorary membership. 


The following ofticers were electe for the 
Dr. George B. Shattuck, of Boston, President; Dr lter 
Ela, of Cambridge, Treasurer ; Drs, J. B. Adams, of Fram- 
ingham, I. T. Dana, of Portland, Me., Richard H. Derby, of 
New York, Samuel A. Fiske, of Denver, Col., John Green, of 
St. Louis, Mo., Henry Hun, of Albany, N. Y., Horace G. 
Miller, Providence, 1 . John L, Robinson, Manchester, 
N. H., John Brooks Wheglen, Burlington, Vt., W.S. Whit- 
well, San Francisco, Vice-Presidents; Drs. T. 'K, Breck, of 
Springfield, James RK. Chadwick, of Boston, Charles E. 
Stedman, of Dorchester, Councilors for three years. 


University or NasuvitteE.—Dr. Charles 8. Briggs has 
been elected Professor of Surgery in the medical depart- 
ments of the University of Nashville and Vanderbilt Uni- 
Mey: to succeed his father, the late Dr. W. T. Briggs. Dr. 

rockett has also been elected Professor of Anatomy, 
és fl the vacancy caused by the transfer of Dr. C.S8. Briggs. 


Kentucky or Mepicine.—The thirty-eighth an- 
nual commencement of the Kentucky School of Medicine 
was held at Louisville, June 21. There were 200 graduates. 


Co_Lece.—Prof. William H. Pan- 
coast has resigned from the presidency of the board of 
trustees of the Medico-Chirurgical Society of Philadelphia. 


Hospital Notes. 


New Hosprrat ror tHe Iowa Insane.—The site for the 
new lowa State hospital for the insane has been located, 
joining the western limits of the city of Cherokee. 


Emercency Hospirar new $60,000 
Emergency hospital on Sycamore Street, opposite the Union 
depot, will be ready for occupancy July 4. Only two stories 
will be finished, but the doors will be opened. There will be 
accommodations for at least 100 patients in case of neces- 
sity. The common council has appropriated $7,500 for 
furnishing the building. 


Ouro Epiteptic trustees of the Ohio Epi- 
leptic hospital at Gallipolis held a session June 22. The 
Board will open bids on July 19 for the erection of three or 
four buildings. One of the buildings will be a dining room, 
two cottages and pee a hospital. The cottages for 
females will probably be ready for occupancy some time in 
August or early in ‘september, but the date can not be 
definitely fixed upon at this time. The institution now has‘ 
about 200 male inmates. 


The Lying-in Hospital at New York City.—This institution is 
nearly a century old, but has never yet had a building 
worthy of the name of hospital. The Society, caring for the 
institution, has recently determined upon a new and radical 
departure. It has obtained possession of an exceedingly 
valuable and handsome property, the Fish mansion at the 
corner of Seventeenth Street and Second Avenue. The cost 
of the property is over $200,000, of which $90,000 is a cash 
payment. Money from the original fund has been expended, 
year after year, under the direction of a board of managers, 
in supplying physicians to poor women who were in need of | § 
attention at their homes. Rented rooms in the building at 

14 Broome Street, have been occupied by the Society for 
ottice purposes for anumber of years. The old Fish mansion 
is to undergo alterations, and will be used as an administra- 
tion building for the Society, and in the near future they 
expect to erect a large hospital on the adjoining grounds. 

The Society was a expressly for charitable pur- 
poses, and the hospital which they will build will be a place 
to which poor women can be sent for treatment. It is not 
connected with any church or creed, but it has a number of 
wealthy friends who would give of their money in aid of the | a 
eharity. Heretofore the work of the Society has been 
oe among the poor women in the Hebrew quarter of 
the city. 


Arm tila. Official list of changes in the stations and duties of 
officers serving inthe Medical Department, U.S. Army, from June 
23, 1894, to June 29, 1894. “ 

Capt. Guy L. Asst. Surgeon, is leave of absence for one 
month, to take effect on or about uly 1,1 

First Lieut, WILLIAM F, Liprrrt, JR. , Asst. Surgeo n,is granted leave of 
absence for two months, to take effect upon the return of Major CAL- 
VIN DE Witt, Surgeon, to Ft. Leavenworth, Kan 

Major GEORGE H. TORNEY, Surgeon, is relieved from duty as attending 
surgeon and examiner of recruits at Philadelphia, Pa., and will re- 
poss in person to the . 8. Miita Academy, West 

oi jeving Ma PHILIP F. 
thus. relieved, wil 

Lieu 


, and will 


HARTSU lotod. will Surgeon-General. Lieut.-Col. HARTSUFF, on being 
thus relieved, will reportin person tothe commanding General. Dept. 
of the Missouri, for duty as Medical Director of that Department. 

tek rns CHARLES WILLCOX Asst. ‘Surgeon, relieved from duty at 
Angel Island, Cal., and ordered to Presidio of 
for duty, relieving a Lieut. HARLAN E. McVA 


First Lieut. McVa 
t ordered to Benicia 


Major GIRARD, on thus relieved, ordered to duty at of 


PROMOTIONS. 
Lieut.-Col. Josern P. Wrieut, Deputy Su 
geon- General with the rank of Colonel, 
Major ALFRED A. WooDHULL, Surgeon, . ‘be eputy Surgeon- -General 
with the rank of Lieut.-Colone , May 16 : 
Major JOHN 8, BILLINGs, Surgeon, to be ' Deputy Surgeon-General with 
the rank of Lieut. -Colonel, June 6 
Capt. WILLIAM <4 HALL, Asst. "Surgeon, = be Surgeon with the rank of 


on- a to be Asst. Sur- 
May 16, 1894 


or, May 16, 1894. 
—_ EORGE H. Tonner, Asst. Surgeon, to be Surgeon with the rank of 
Major, June 


Marine-Hospital Changes. Official list of changes of stations and 
duties of medical officers of the U.S. Marine-Hospital Service, for 
the four weeks ended June 23, 1894. 

P. Ss whe gts A. H. GLENNAN, granted leave of absence for five days, 

un 

P. A, Ree R. M. WoopwakpD, to proceed to Cleveland, Ohio, for duty, 
June 11, 1804. 


P. A; Surgeo C. P. WERTENBAKER, to proceed to Reedy Island Quaran- 
tine for cial temporary duty, June 12, 1 
sst. Surgeon W. J.S. STEWARD, granted leave of absence for thirteen 


y 20, 1804. 
am ‘Sirgeon st PBOCHAZKA, to proceed to New York City for duty, 
Asst. Surgeon A. R. THoMAs, to proceed to St. Louis, Mo., for duty. 
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